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Note: An earlier condensed version of this transcript was published in the public record for the 
September 13-15, 2022 meeting of the Advisory Committee on Infant and Maternal Mortality 
(ACIMM), available at: https://www.hrsa.gov/sites/default/files/hrsa/advisory-
committees/infant-mortality/acimm-september-2022-minutes.pdf.  
 

Introduction:  
 

After years of failure to obtain accurate statistics on maternal mortality, researchers 
noted a sharp increase in the United States’ maternal mortality with widening racial 
disparities.1  Much discussion has followed about possible etiologies of the rise, but the 
existence of severe deficiencies in data collection and analysis is agreed upon by all.2  
Identification, review, and prevention of maternal mortality remain critical, but elusive, 
goals despite 70 years of attention and effort.3 
 

Additionally, in the wake of the U.S. Supreme Court’s recent Dobbs v. Jackson 
Women’s Health Organization decision to return induced abortion regulation back to the 
legislatures, a common narrative has formed that the implementation of legal induced 
abortion restrictions in many states  will worsen the problem of maternal mortality.4  In 
order to discover effective strategies to improve the health of women surrounding 
pregnancy, it is imperative that we follow the science surrounding maternal mortality, even 
if it leads to uncomfortable conclusions. 
 

As a practicing obstetrician/gynecologist in Texas for 30 years, I hope to convey 
what the maternal mortality crisis looks like from the perspective of a physician in the 
trenches.  I have seen how this issue affects patients and their caregivers, and for years I 
have been digging deeper into the issue to uncover details that others may miss.  As an 
advocate for both of my patients, a woman and her unborn child, I have become aware that 
there is much unreported maternal mortality and morbidity associated with legal induced 
abortion, often obscured due to the political nature of the issue. 
 

While an observer might assume all maternal mortality occurs due to catastrophic 
events during childbirth, the reality is that there are many different causes, temporal 
relationships, and pregnancy outcomes associated with maternal mortality.  A collaborative 
report by 36 states’ Maternal Mortality Review Committees (MMRCs)  documented that 
from 2017-2019, 21.6% of pregnancy-related deaths occurred during pregnancy, 13.2% on 
the day of delivery, 12% in the week following delivery, 23.3% one to six weeks after 
delivery, and 30% more than six weeks but less than one year after the end of the 
pregnancy, demonstrating that only 1/4 of pregnancy-related deaths occur due to 
complications at or shortly after delivery and half occur one week to one year after the end 
of the pregnancy.5  Only 66% of maternal deaths are associated with a pregnancy that 

http://www.lozierinstitute.org/
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progressed to delivery, implicating early pregnancy events in approximately 1/3 of 
maternal deaths.6 
 

I have personally cared for two women who died in proximity to pregnancy, and the 
reasons were surprising.  One died from overwhelming sepsis after a legal, second-
trimester prostaglandin infusion abortion.  Although I was not involved in her abortion, I 
assumed her care in the emergency room and held her hand in the ICU, as she pleaded with 
me not to let her die, with fear in her eyes.  The other patient was shot by her boyfriend in a 
murder-suicide six weeks after I delivered her healthy baby at term. It is likely that neither 
of these women’s deaths came to the attention of the U.S. Centers for Disease Control and 
Prevention (CDC) or entered U.S. maternal mortality statistics. Like most physicians, at the 
time I was unaware that unless these women’s death certificates specifically documented 
an association with pregnancy, the CDC was unlikely to become aware of their deaths.  As 
will be discussed in more detail below, the CDC relies heavily on death certificate 
documentation to alert them to maternal deaths, yet there are many reasons that death 
certificates may not identify an associated pregnancy. 

DATA DISCUSSION 
 

Definitions  
Data on maternal mortality are compromised by the lack of uniform definitions 

among organizations responsible for collecting and analyzing maternal mortality data.  
Deaths are categorized based on their causation and proximity to the end of the pregnancy, 
often with lack of consistency in these determinations.  Additionally, data deficiencies 
compromise accurate determination of the number of maternal deaths as well as the 
number of pregnancy events, so any reported U.S. maternal mortality data is widely 
acknowledged to be inaccurate, as neither the denominator nor the numerator can be 
known with certainty.7 
 

In describing maternal mortality, the broadest category is a “pregnancy-associated 
death”: the death of a woman while pregnant or within 365 days (one year) of the end of 
pregnancy from any cause.  This includes both deaths due to complications of the 
pregnancy or its management, and deaths due to seemingly unrelated events, such as a car 
accident, cancer death or homicide, within a year of the pregnancy outcome.  When these 
deaths come to the attention of organizations tasked with data collection and analysis, they 
are usually analyzed to determine if they should be categorized as pregnancy-related or 
merely pregnancy-associated. As will be discussed in more detail below, the process of 
identifying and categorizing such deaths is prone to inconsistencies and data deficiencies, 
resulting in incomplete or erroneous conclusions. 
 

Upon analysis, a death may be subcategorized as a “pregnancy-related death”: the 
death of a woman while pregnant or within 365 days (one year) of the end of pregnancy, 
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irrespective of the duration or site of the pregnancy, from any cause related to or 
aggravated by the pregnancy or its management, excluding accidental or incidental causes. 
An example would include death from sepsis after premature rupture of membranes or 
cardiac decompensation in a woman with a pre-existing congenital cardiac malformation.  
This category excludes deaths felt not to be caused by the pregnancy or its sequelae, 
although there can be subjectivity involved this determination.  For example, how do we 
reliably determine if a mental health related death was caused by or contributed to by the 
pregnancy?  If a woman dies from a pre-existing chronic illness, how do we quantify the 
effect of the physiologic changes of pregnancy?  In the case of a death from cancer, how do 
we determine whether the pregnancy negatively impacted her treatment or response to 
treatment?  Presumably, epidemiologists and MMRCs investigating these deaths have 
protocols to assist in these determinations, but unfortunately these protocols are not 
publicly available.   
 

Pregnancy-related deaths may be “direct” – resulting from obstetric complications 
(as in the first example above), or “indirect” – resulting from preexisting disease or disease 
that developed during pregnancy; not due to direct obstetric causes but aggravated by the 
physiologic effects of pregnancy (as in the second example). 
 

Pregnancy-related deaths may be further categorized as a “maternal death”: the 
death of a woman while pregnant or within 42 days (six weeks) of the end of her 
pregnancy, in which pregnancy or its management may have contributed to the cause of 
death. This could include a new disease caused by the pregnancy such as preeclampsia, 
ectopic pregnancy or pulmonary embolus, a chronic disease worsened by the physiologic 
effects of the pregnancy such as worsening of cardiac disease, or hemorrhage due to a 
surgical mishap during a cesarean section, as long as the death occurred during pregnancy 
or within six weeks of the end of pregnancy. By definition, “maternal death” excludes 
deaths caused by injuries from accidents, suicides, and homicides. 
 

A “late maternal death” is the death of a woman from direct or indirect obstetric 
causes more than 42 days (six weeks) but within 365 days (one year) of the end of 
pregnancy.  An example would include a death due to heart failure from postpartum 
cardiomyopathy two months after delivery or a woman who died after a prolonged course 
in the ICU resulting from complications at delivery.  Intuitively, it is possible that pregnancy 
complications could contribute to a woman’s death even beyond one year, but by 
convention, such deaths are not documented in maternal mortality statistics. 
 

“Maternal mortality” itself has differing definitions depending on the organization 
and agency. The World Health Organization (WHO) and the CDC’s National Vital Statistics 
System (NVSS) define maternal mortality as a pregnancy-related death occurring within 
six weeks of a pregnancy (maternal deaths only).8  The CDC’s Pregnancy Mortality 
Surveillance System PMSS defines maternal mortality as a pregnancy-related death 
occurring until one year after the pregnancy ends (maternal deaths plus late maternal 
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deaths).9  None of these systems record pregnancy-associated but not pregnancy-related 
deaths in their data collection.  Additional categories include “not pregnancy associated or 
related” (false positives) or “unable to determine if pregnancy related or associated.”  
 

Different pregnancy outcomes can also be subcategorized.  Of particular interest is 
an “abortion-related death”: any death from a direct complication of an induced abortion 
(legal or illegal), an indirect complication caused by a chain of events initiated by an 
abortion, or an aggravation of a preexisting medical condition by the physiologic or 
psychologic effects of abortion without any time limit, reflecting the fact that there is no 
clear temporal limit on physiological and psychological effects after abortion that may 
contribute to subsequent death.10   
 

Best practices for identifying maternal deaths 
The most comprehensive way to detect all maternal mortality would be to link all 

death certificates from women of reproductive age with all pregnancy outcomes, to 
determine the total number of deaths for each pregnancy outcome within a defined time 
period of a deceased woman’s most recent pregnancy.  This methodology has been utilized 
in Scandinavian countries which have single-payer healthcare and meticulous 
recordkeeping, so that all pregnancy events documented in the health care system are 
detected and all complications and deaths from those events are known.11  Once all 
pregnancy-associated deaths have been detected, then investigation of causality can 
determine the subset that is pregnancy-related. 
 

Comprehensive records-linkage studies from Finland demonstrate a fact that will 
implicate the accuracy of the U.S. CDC maternal mortality data drawn primarily from death 
certificates.  In Finland, death certificate documentation alone detects only 26% of deaths 
after a live birth or stillbirth, 12% of deaths following miscarriage or ectopic pregnancy, 
and just 1-6% of deaths following induced abortion.12  Without records-linkage, the 
association of these deaths with pregnancy would remain unknown.  Records-linkage 
determination of maternal mortality is far superior to death certificate identification. 
 

Process of maternal mortality determination in the U.S. 
In the U.S., the maternal mortality data collection process is initiated by attending 

physicians, funeral directors, coroners and medical examiners at a local level with 
completion of maternal death certificates.  Some states are divided geographically into local 
registration districts which collect and then submit data to state agencies, whereas others 
require submission directly to the state vital statistics office.13   
 

These death certificates are then provided by the state vital statistics office to the 
CDC’s National Center for Health Statistics (NCHS) which compiles national data and either 
manually or through an automated system assigns WHO International Classification of 
Diseases (ICD) O death codes when a death certificate indicates an associated pregnancy to 
create a “maternal mortality ratio”, defined as maternal deaths while pregnant or within 42 
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days postpartum compared to 100,000 live births. It then includes this information in a 
National Vital Statistics System (NVSS) Report titled, ‘‘Deaths: Final Data.’’14 This provides 
annual data which can be compared internationally with other countries utilizing ICD 
coding based on WHO criteria but is limited for purposes of analysis due to the frequent 
paucity of data provided on a death certificate.15   
 

ICD O death codes include A34 “Obstetric tetanus,” O00-O95 (direct deaths) and 
O98-O99 (indirect deaths) coding for events occurring during “pregnancy, childbirth and 
the puerperium,” O96 “late maternal deaths,” and O97 “death from obstetric cause more 
than one year after pregnancy.”  These codes are comprised of different levels of specificity, 
ranging from very specific such as O11 “preeclampsia superimposed on chronic 
hypertension” to vague or including a variety of conditions such as O26.8, “other specified 
pregnancy-related conditions.”16 It should be noted that these codes are usually assigned 
solely based on death certificate data without a deeper dive into the woman’s full medical 
record, and thus may be prone to error or may be incomplete.  For example, a woman may 
have recently been pregnant and her cause of death was attributed to hemorrhage.  Based 
on that information, the coder may assign “obstetric hemorrhage” when, in fact, she died 
from a laceration received in an auto accident unrelated to the pregnancy event.  Or the 
opposite can occur.  A woman may die in an auto accident following an abortion.  The 
certifier may conclude the two events were unrelated when, in fact, she began to abuse 
alcohol and became suicidal due to her distress after being coerced into an unwanted 
abortion, leading to the accident.   
 

Additionally, the CDC receives maternal mortality data from a second source, its 
National Center for Chronic Disease Prevention and Health Promotion’s Pregnancy 
Mortality Surveillance System (PMSS) which was developed in 1988.  The PMSS uses 
information obtained from death certificates indicating a current pregnancy or pregnancy 
within the past year or occasionally uses linked maternal death and infant birth or fetal loss 
(beyond 20 weeks) certificates in order to identify deaths.  Epidemiologists then analyze 
the medical records of the deceased woman to determine pregnancy-relatedness, 
producing a national “pregnancy-related mortality ratio.”17 This data is more thorough 
than the NVSS data, but encompasses a different time period (six weeks versus one year 
after pregnancy), so direct comparisons are difficult to obtain. 
 

Due to the frequent failure of death certifiers to report a concomitant or prior 
pregnancy within a year, the CDC recommended the addition of a “pregnancy checkbox” to 
the U.S. Standard Certificate of Death beginning in 2003.  The checkbox asked whether a 
woman was “not pregnant within past year,” “pregnant at the time of death,” “pregnant 
within 42 days of death,” “pregnant within 43 days to one year before death,” or “unknown 
if pregnancy within past year.” This led to an immediate increase in documentation of 
maternal mortality and apparent increases in maternal deaths. A review comparing over 
two thousand known maternal deaths documented three times as many maternal deaths 
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were detected using the checkbox when compared to analyzing death certificates without 
the checkbox.18  
 

Yet inexplicably, much inappropriate use of the checkbox has been documented as 
well.  Studies linking checkbox positive death certificates with hospital records indicate 
false positive rates as high as 50%, where no documentation of pregnancy was found in the 
auxiliary records.  While it is possible checkboxes were inappropriately marked, 
consideration needs to be given to the possibility that the death certifier knew of a 
pregnancy event (induced abortion, miscarriage or birth outside of hospital) that could not 
be detected through hospital records review alone.  Many of the presumed false positive 
checkboxes were marked in older women, some too old to have any chance of pregnancy.  
For example, in 2013, 147 deaths in women older than 85 years old had positive pregnancy 
checkboxes on death certificates.  For this reason, the CDC introduced new rules, the “2018 
Coding Method”, where they would not allow a pregnancy checkbox alone (without other 
death certificate documentation of a pregnancy) to be used to indicate a maternal death in 
a woman older than 45.19 Little discussion has been given to the question of why and how 
so many death certifiers inappropriately respond to a straightforward question, impugning 
the reliability of other information on death certificates as well. 
 

For various reasons, many states delayed the checkbox’s implementation on their 
death certificate forms, so that noncomparable data was obtained for many years, leading 
the U.S. to be unable to report a maternal mortality rate for international comparison from 
2007 to 2018, when all states except California had implemented the recommended 
checkbox.  Even today, California’s checkbox asks only if a pregnancy had occurred within a 
year of death, leaving reviewers unable to separate maternal deaths temporally. 
California’s outright rejection of the CDC’s requests has been consistent with their refusal 
to provide any information to the CDC about abortions performed in their state.20 
 

Once pregnancy-related deaths have been identified, in order to develop more 
detailed recommendations for action, multi-disciplinary Maternal Mortality Review 
Committees (MMRCs) have convened at local, state, regional and federal levels to 
comprehensively review reported maternal deaths, utilizing data from multiple sources, 
including medical records, social records, autopsy reports, and informant interviews. The 
MMRCs submit their conclusions to state-level Perinatal Quality Collaboratives (PQCs) to 
support the implementation of their recommendations of best clinical practice in hospitals, 
which often include additional screening, communication, training, access to care, and 
management of mental health conditions.21   
 

Organizations such as the Alliance for Innovation on Maternal Health, the American 
College of Obstetricians and Gynecologists (ACOG), and the California Maternal Quality 
Care Collaborative have developed toolkits to assess risk and provide preventative 
treatment of hypertensive disorders, hemorrhage, sepsis, and thromboembolism, and these 
have been enacted in many hospitals.22  Additionally, the CDC’s Levels of Care Assessment 

http://www.lozierinstitute.org/


On Women’s Health 

9 www.LOZIERINSTITUTE.org January 2023 
 
 

 
 
 
 
 
 
 

 

Tool evaluates appropriateness of care depending on resources available in individual 
hospitals to give guidance on when maternal transfer may be indicated depending on 
hospital resources.23  In order to address increasing late maternal mortality, ACOG’s 
Optimizing Postpartum Care Recommendations advise contact with a care team within 
three weeks postpartum and extending insurance coverage for a full year postpartum, with 
mental health screening and referrals as appropriate.24 
 

The CDC’s Division of Reproductive Health has initiated the “Building U.S. Capacity 
to Review and Prevent Maternal Deaths” initiative to provide tools and training for data 
review and sharing and development of best practices to assist MMRCs.25  The Maternal 
Mortality Review Information Application (MMRIA) has been created as a repository for 
standardized data generated by these committees, reported as local or state “pregnancy-
related mortality ratios.”26  Because relatively few deaths occur in individual states, 
regional MMRC committees have been able to collate greater amounts of data to produce 
recommendations for action. Not all states have created MMRCs, however.  The CDC has 
given grant funding to create 39 MMRCs.27   The MMRCs have been slow to collaborate also. 
In 2018, nine committees collaborated to publish a report,28 followed in 2019 by reports 
from 13 and 14 committees,29 and most recently, 36 MMRCs published a report.30 The data 
from the remaining states remains elusive to the public. 
 

U.S. data deficiencies 
 

Unknown numerator of maternal deaths 

The CDC relies primarily upon the individual states’ vital statistics death certificate 
documentation (via ICD death codes or pregnancy checkboxes), or deaths that happen to 
come to its attention from other sources, in order to calculate maternal mortality statistics.  
The CDC states it also searches for additional deaths through hospital discharge data, 
media reports and obituary searches, but fails to document how systematically, proactively, 
and vigorously they seek to discover additional maternal deaths.31   Concerns about the 
inadequacy of the CDC’s ad hoc system for identifying abortion-related deaths is 
underscored by the fact that in a given 10-year time span, a single journalist identified 39% 
more abortion-related deaths from court records and autopsies alone than were identified 
by CDC.32   
 

Differentiating pregnancy-related from pregnancy-associated deaths can be difficult 
and prone to interpretation or bias. Nationwide, comprehensive protocols for making such 
determinations are not publicly available, potentially leaving the process susceptible to 
reviewer preferences or bias. Determining pregnancy relatedness is particularly difficult in 
the case of mental health or accidental deaths.  Even cancer-related deaths can be difficult 
to determine, as treatment options may have been limited or modified based on pregnancy 
status, resulting in potentially different outcomes. Likewise, determinations about the 
effect of pregnancy on chronic health conditions may be difficult to delineate, especially as 
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time progresses from the end of a pregnancy. In such cases, the MMRC may simply note 
that it was unable to determine pregnancy-relatedness.33 
 

For example, those who believe that mental health complications often follow 
abortion might conclude that a suicide following an induced abortion is related to that 
event, whereas those who believe mental health complications cannot be caused by 
abortion would reject this interpretation.34  Even regarding term births, researchers often 
will not consider mental health deaths to be pregnancy-related unless there is clear 
documentation in the obstetric record that the woman was distressed by her pregnancy.35  
 

Texas has been implicated in having a very high MMR, and examination of their 
2022 MMRC report is illustrative.  One hundred forty-one maternal death certificates from 
2019 were brought to the committee’s attention.  They analyzed only 118 of these deaths 
and concluded that only 52 (44%) were actually pregnancy-related.  The committee was 
unable to determine pregnancy relatedness for 24 (20%) of the reviewed cases.  No 
discussion was given in the report as to the reasons for the data deficiencies or failure to 
analyze every potential death.36 
 

The numbers of deaths reported by the CDC’s two different systems -- National Vital 
Statistics System (NVSS) and Pregnancy Mortality Surveillance System (PMSS) -- have 
differed dramatically, partly but not completely, due to different temporal definitions, i.e., 
six weeks vs. one year.  A 2005 article documented that only half of maternal deaths were 
reported in both systems.  For the years 1995-1997, the NVSS reported 898 maternal 
deaths, because they did not classify a death as maternal if it was coded outside a specific 
ICD-9 range (630-676), while the more inclusive PMSS reported 1,387 pregnancy-related 
deaths.  The authors concluded that changes in guidelines for coding maternal deaths 
under ICD-10 might improve data collection.  Additional codes became available with 
implementation of ICD-10 in 2015, resulting in additional deaths being reported, but there 
is no evidence that this has resulted in better correlation between PMSS and NVSS numbers 
since that time.37 
 

Studies estimate 39-93% of all U.S. maternal deaths are not reported as pregnancy-
associated on death certificates, documenting the extreme uncertainty regarding the 
reliability of this data.  The secrecy associated with induced abortion reporting makes it 
likely that the problem is even worse with abortion-related deaths.38  While MMRCs have 
concluded that more thorough data collection could be obtained by linking death 
certificates of reproductive-aged women with infant birth or death certificates, this is 
rarely performed.  Additionally, the lack of any mandatory documentation of induced or 
spontaneous pregnancy losses prior to 20 weeks gestation leaves deaths associated with 
early pregnancy events unobtainable through records-linkage.39  
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Reasons that maternal deaths may not be documented on death certificates 

1. Preceding pregnancy not known: Often, maternal deaths are separated from the 

end of pregnancy by weeks or even months. Unless the woman is pregnant at the 

time of death, the death certifier may not have knowledge of any preceding 

spontaneous or induced abortions.  In many cases, even a live birth within the prior 

year may be unknown.    

2. Initiating pregnancy event known but not documented: It is recommended that 

the cause of death section of a death certificate include the immediate cause of death 

and underlying causes in Part One, and reporting of all other significant diseases, 

conditions or injuries that may have contributed to death in Part Two.40  In many 

deaths due to catastrophic events at delivery, a cascade of events may result in 

death, but only the most proximate events may be listed on the death certificate. For 

example: 1. Arrest of dilation in labor > C-section delivery > injury of uterine vessels 

> hemorrhage > hypotension from blood loss > cerebral vascular event (stroke) 

from hypoperfusion.  2.  Dysfunctions in multiple organ systems may cumulatively 

lead to death: hemorrhage > disseminated intravascular coagulation (DIC) > acute 

renal failure; or thromboembolism (clots) > pulmonary embolus > lung failure.  3.  

Hypoperfusion from hemorrhage could also lead to cardiac damage > cardiac 

dysfunction > myocardial infarction (heart attack).  The same woman could 

experience all three adverse outcomes noted above after a hemorrhage.  With so 

many events occurring, it is easy to see how the initiating events might be omitted 

due to space limitations on the death certificate or provider time constraints.   It is 

not unusual for documentation of a maternal death to record the immediate cause of 

death (for example, embolism, sepsis or hemorrhage) without mention of initiating 

event (for example, legal induced abortion). Thus, depending on how a death 

certificate is completed, the cause of death might be listed as “hemorrhage,” when it 

should more accurately be reported as “legal induced abortion,” without which the 

hemorrhage would never have occurred. A well-publicized case from New Mexico 

documents that Keisha Atkins died while undergoing an induction abortion at 24 

weeks gestation.  She developed a uterine infection and rapidly decompensated.  She 

was taken to the operating room for completion of the abortion where she died.  Her 

death certificate lists her cause of death as “pulmonary embolism due to 

pregnancy.”41  Based on this diagnosis, her death would be recorded by the CDC as a 

pregnancy-related death, not an abortion-related death. 

3. Technologic limitations: Physicians may have difficulty operating the complex 

electronic death registries, particularly if they use the systems infrequently or have 

technologic limitations, which may lead to incomplete documentation.  The 

electronic medical record search engine may fail to discover the limited O-codes that 

document obstetric death.  For example, the Texas “TxEVER” death registration 

system requires the funeral home to initiate the death record process, then notify 
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the medical certifier to complete the medical data entry.  Due to preset deadlines, 

often the certifier is given only a short period of time to complete the document and 

may complete the certificate with incomplete recollection of the events or without 

access to autopsy results.42 

4. Incomplete or unavailable autopsy results: It should be noted that autopsies are 

not mandated after a suspected maternal death, nor is there a standardized protocol 

for performing an autopsy.  For example, toxicology testing is often not performed 

after an accidental or mental health maternal death.  These inadequacies may lead 

to incomplete or erroneous documentation.43  

5. Mental health related deaths are often not considered to be pregnancy-

related: Epidemiologists determining pregnancy-relatedness may not consider a 

mental health related death to be related to the pregnancy outcome, even though 

the way the pregnancy was resolved may have contributed to the death (such as a 

stillbirth or coerced abortion leading to suicide).  A traumatic pregnancy outcome 

may worsen or initiate interpersonal or maladaptive behaviors, which can cause 

diminished mental or physical health, and eventually lead to death.  Anxiety and 

depression related to pregnancy may lead to self-harm and high-risk taking 

behavior, resulting in deaths from suicide, homicide, fatal accidents, substance 

abuse and overdoses.44 

6. Complete medical records are often unavailable: State and local MMRCs are 

provided with maternal death certificates and can usually obtain hospital or 

obstetric clinic records for review, but records related to early pregnancy events 

such as a miscarriage occurring outside of a hospital or an induced abortion (often 

performed in an independent abortion clinic, or with pills obtained outside of the 

medical system) are usually not available to MMRCs.  Since most induced abortions 

are paid for privately rather than through insurance, one cannot link insurance 

payment records to detect adverse events related to abortion.45   

7. Coding deficiencies related to induced abortion are common: According to the 

National Center for Health Statistics, “the number of maternal deaths does not 

include all deaths occurring to pregnant or recently pregnant women, but only those 

deaths with the underlying cause of death assigned to International Statistical 

Classification of Diseases, 10th Revision code numbers A34, O00–O95, and O98–

O99.”46  A perusal of the WHO ICD-10 coding book documents few codes related to 

complications or deaths from legal induced abortion: O04=medical abortion, 

O05=other abortion, O06=unspecified abortion, O07=failed attempted abortion. 

(Note that the first digit is the letter O and the subsequent digit(s) the number 0.)  A 

code is lacking for surgical abortion, even though most abortion deaths from 

physical complications occur following surgical abortion, leaving the coder to 

choose between the imprecise categories of “other” or “unspecified” abortion. Each 

code can be made more precise by adding numbers after the decimal: 0.0-
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0.4=incomplete, that is, the death occurred before the pregnancy tissue was 

completely removed or 0.5-0.9=complete or unspecified, that is the death occurred 

after completion of the procedure or timing not known.  Specifically, adding 

0.5=complete or unspecified abortion complicated by genital tract and pelvic 

infection, 0.6=complicated by delayed or excessive hemorrhage, 0.7=complicated by 

embolism, 0.8=with other or unspecified complications, and 0.9=without 

complication.   Strangely, it seems intuitive that an “induced abortion without 

complication” would not result in a maternal death, which is undoubtedly the worst 

kind of complication, and this code would be unnecessary.  Additional codes related 

to deaths following cardiac, cerebrovascular, anesthetic, or mental health 

complications do not exist.47  

8. Induced abortion complications may be miscoded as resulting from 

spontaneous abortion (miscarriage):  If death occurs following an induced 

abortion, even if a preceding pregnancy is identified, the certifier may mistakenly 

believe a spontaneous and not induced abortion preceded death. Abortion providers 

often do not maintain hospital privileges, so when serious complications occur after 

induced abortion, frightened women often present to an emergency room rather 

than return to the abortion clinic.48  Other physicians will then provide emergent 

care but may be unaware that the pregnancy loss was induced rather than 

spontaneous if the woman withholds that information, or the physician may be 

hesitant to ask a woman specifically if she had an abortion. There is also often a 

failure to distinguish between legal and illegal induced abortion complications as 

many states have imposed abortion restrictions and illegal chemical abortion pills 

are being widely promoted in those states.  A study of all Medicaid-financed 

abortions in 17 states documented that in 2015, 61% of women presenting for 

emergency care for complications following a legal induced chemical abortion and 

39% presenting following surgical abortion complications were miscoded as having 

had a spontaneous abortion.  An analysis of the FDA’s Adverse Event Reports (AERs) 

data for chemical abortions revealed that only 40% of surgical procedures for failed 

chemical abortions were provided by the abortion provider, demonstrating the 

frequency with which abortion providers are unavailable to care for their patient’s 

complications.49  

9. Induced abortion history may be intentionally concealed: Abortion-related 

deaths may be concealed (if the abortion is known) by the family to protect the 

deceased family member and family from anticipated shame.   

10. And finally, due to the political nature of abortion, ideologic commitments may 

cause the death certifier to omit notation of induced abortion as the 

precipitating event.  This discussion makes it clear that reported abortion-related 

mortality data probably represent only the tip of the iceberg. 
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Pregnancy-related death may be falsely attributed to mere association 

Once a potential maternal death is identified on a death certificate, either the ICD-10 
coding specialists (NVSS) or CDC epidemiologists (PMSS) review the data available on the 
death certificate to determine if it was “pregnancy-related.”  Subjective opinions and 
ideology may impact this determination, as may paucity of data on the death certificate.  
There is not publicly available information to determine the criteria a death of despair 
would need to meet to assign blame to the pregnancy through the PMSS.  By definition, the 
National Vital Statistics System (NVSS) rejects suicide, homicide and accidental deaths as 
pregnancy-related. Additionally, as noted in the prior discussion on pregnancy checkboxes, 
a positive checkbox in a woman older than 45 years old is automatically rejected unless 
additional evidence of pregnancy is also documented on the death certificate.50  Each of 
these factors may lead to falsely rejecting a pregnancy-related death from CDC statistics, 
instead labelling it merely pregnancy-associated.   
 

A 2018 report of nine MMRCs reported that 48.2% of deaths in non-Hispanic Black 
women were pregnancy-related, whereas it documented only 30.2% in Hispanic women 
and 28.4% in non-Hispanic white women were pregnancy-related.  It has been documented 
on many occasions that maternal mortality in non-Hispanic Black women is higher than in 
other racial groups.  What if there was an unrecognized bias causing a committee to be 
more likely to categorize a death in a non-Hispanic Black mother as pregnancy-related, but 
less likely to do so in other racial groups?51 
 

Unknown denominator of all pregnancy events 

Ideally, the CDC would report a “maternal mortality rate” comparing all maternal 
deaths to the total number of pregnancies, for a true analysis of “at-risk” individuals.  It 
could also compare risks for different pregnancy outcomes by calculating rates specific for 
childbirth, induced abortion, and natural losses.  But in the U.S., these calculations are 
impossible to perform due to incomplete pregnancy outcome data.  The reporting of the 
numbers of spontaneous pregnancy losses, including miscarriages, ectopic pregnancies, 
molar pregnancies and stillbirths (together estimated as 15-17% of pregnancies) and 
intentional losses by induced abortions (estimated as 18-20% of pregnancies) are not 
mandated and thus unavailable.52  Fetal death certificates are required only after 20 weeks 
gestation or if the birth weight is greater than 350 grams, and even then fetuses who die of 
induced abortions after 20 weeks are excluded from reporting requirements.53  No serious 
attempts have been made to document all spontaneous losses or to mandate national legal 
induced abortion reporting.54  Even pro-choice medical organizations have documented the 
deficiencies resulting from the interest only in pregnancy outcomes that occur in the 
second half of pregnancy.55  Resistance has followed any recommendations for improving 
this data collection by mandating reporting of early pregnancy events based on the 
argument that this would breach a woman’s right to privacy.56 
 

Since only the number of live births can be accurately measured due to mandated 
reporting on birth certificates, the number of live births has become the default 
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denominator.57 This data is collected in the CDC’s Wide-ranging Online Data for 
Epidemiologic Research (WONDER) database.58  Thus, the CDC has chosen to report a 
“maternal mortality ratio,” which is defined as the number of maternal deaths per 
100,000 live births.  Using a maternal mortality ratio instead of a maternal mortality rate 
introduces inaccuracies because the denominator (live births) is disconnected from the 
numerator (deaths related to any pregnancy outcome).  Only two-thirds of maternal deaths 
occur in conjunction with a live birth, so many events occur in the numerator (deaths due 
to ectopic pregnancies, molar pregnancies, miscarriages, stillbirths and induced abortions) 
that are not represented in the denominator, resulting in an overly inflated maternal 
mortality ratio.59   
 

Abortion-related deaths should be calculated based on the number of deaths per 
100,000 legal induced abortions.  As mentioned earlier, the numerator of abortion-related 
deaths is unreliable, but this is also true of the denominator. The estimated number of legal 
induced abortions is voluntarily provided by local and state health departments to the CDC, 
and independently estimated by abortion providers who report to the Guttmacher 
Institute, with a large disparity between the two sources.  In 2020, the CDC documented 
620,327 abortions60 while the Guttmacher Institute documented 930,160.61  In 2020, the 
CDC acknowledged that three of 52 reporting areas (50 states plus District of Columbia and 
New York City) did not report abortion data at all (California, Maryland, and New 
Hampshire). Because of this, CDC researchers turn to the Guttmacher Institute’s data to 
calculate the denominator for abortion-related deaths, basing their statistics on a hybrid 
data collection system. Even the states that do consistently report data do not use 
standardized forms, so the collected data may differ by state.  For example, in 2020, four 
reporting areas did not report maternal age, 12 did not report marital status, nine did not 
report the number of previous live births, 10 didn’t report the number of previous 
abortions, 22 did not report race, 11 did not report gestational age, and six did not report 
on abortion methods.62 It is documented that women report fewer than half of past 
abortions in interviews, so health complications related to previous abortions often remain 
undiscovered.63  Regarding the numerator, abortion-related deaths should be determined 
by investigation of all deaths of women with a history of abortion, and should include 
comprehensive investigation of deaths from suicide, substance abuse, risk-taking, and 
other self-destructive behaviors.  But presently, there is no systematic collection of data 
regarding abortion-associated deaths as few are noted on maternal death certificates.  The 
CDC’s Abortion Surveillance System only identifies and counts deaths which are voluntarily 
reported or sporadically discovered.64 
 

What does the available U.S. data show? 
The most recent data from 36 states’ MMRCs, reflecting deaths from 2017-2019, 

reported that 81.8% of pregnancy related deaths occurred in urban areas, and 18.2% in 
rural areas.  84% were considered preventable, defined as “a chance it could have been 
averted with one or more reasonable changes to patient, community, provider, facility 
and/or systems factors.”65 
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In 2019, 14 states’ MMRCs, reflecting deaths from 2008-2017, reported that 36% of 

pregnancy-associated deaths documented by death certificates were pregnancy-related, 
surprisingly rejecting pregnancy as a contributing factor in nearly 2/3 of deaths occurring 
in proximity to pregnancy.  They determined that 65.8% were preventable.  Demonstrating 
the importance of patient responsibility and familial support, the reviewers determined 
that 38.2% of deaths might have been prevented if the patient or family’s actions had 
changed, whereas 33.9% might have been prevented if the provider’s actions had 
changed.66   
 

Researchers have also documented that about 1/3 of pregnancy-related maternal 
deaths occurred outside medical facilities.67  Also, about a third of the pregnancy-related 
deaths occurred in women who either did not receive any prenatal care or initiated such 
care late in pregnancy.68   
 

Data deficiencies were again identified.  Of these deaths, 1.6% had no 
documentation of timing related to pregnancy, and 1.7% did not have enough information 
to rule out suicide or homicide as the manner of death.  In 1.4% the underlying cause of 
death could not be determined.69 
 

The most recent U.S. maternal mortality statistics from NVSS documented that 861 
women died of pregnancy-related causes in 2020 (23.8/100,000 live births) and 754 died 
in 2019 (20.1/100,000 live births).70  Only two abortion-related deaths were documented 
by the CDC in 2019.71 

 

What does the best data show? U.S. comparison to international records-linkage 

studies 
A frequently referenced 2012 study misrepresented the compromised U.S. maternal 

and abortion-related mortality data, inaccurately reporting legal induced abortion to be 14 
times safer than childbirth, by comparing the maternal mortality ratio to the abortion 
mortality rate.  One of the authors, a vocal abortion advocate, previously headed the CDC’s 
Abortion Surveillance Division, and so was aware of the deficiencies in the data. The 
discrepancies were even acknowledged in the article, which stated, “weaknesses include 
the likely underreporting of deaths, possibly differential by pregnancy outcome (abortion 
or childbirth).”   In addition to the non-comparable denominators and the reality that an 
abortion-related death is counted in both numerators, the authors also ignored the 
disparity in lengths of the pregnancy events: the average induced abortion is performed at 
eight weeks gestation, whereas the average length of pregnancy resulting in childbirth is 37 
weeks gestation, allowing a much longer period for untoward events to occur when a 
pregnancy is carried to term.72  A former director of the CDC, Dr. Julie Gerberding, has 
clarified that maternal mortality ratios and abortion mortality rates “are conceptually 
different and are used by the CDC for different public health purposes.”73  Additionally, 
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although the authors reportedly performed a literature review, they ignored many high-
quality records-linkage studies demonstrating far more deaths after induced abortion than 
after childbirth.74  While this study was meaningless for data-driven science, it provided 
powerful disinformation to accomplish its purpose for abortion advocacy propaganda. 
 

As mentioned previously, the best method of detecting maternal mortality would be 
to document “how likely is a woman to remain alive after a pregnancy ends?”, linking all 
death certificates from women of reproductive age with all documented pregnancy events 
(usually through a single-payer insurance database), to determine the total number of 
deaths for each pregnancy outcome within a certain time period of a deceased woman’s 
most recent pregnancy. Studies that have employed this methodology have documented 
findings contrary to the common assumption that induced abortion is safer than 
pregnancy.  
  
Studies documenting more deaths following abortion than childbirth 
 
California Medicaid. An eight-year records-linkage study of California Medicaid recipients 
found that a woman was 162% more likely to die from all causes in the year after an 
abortion than after childbirth, 182% more likely to die in an accident, and 254% more 
likely to commit suicide.  The death rate two years after childbirth was 112/100,000 
pregnancies and after abortion was 228.9/100,000.75   
 
Finland. High-quality records-linkage studies from Finland revealed that the risk of death 
in a given year for a non-pregnant woman is 57/100,000 person-years, after term 
pregnancy is 28.2/100,000 pregnancies, after miscarriage is 51.9/100,000 and after 
induced abortion rises to 83.1/100,000.  The risk of death from any violent cause was six 
times higher after abortion than childbirth, suicide six times higher, accidental death five 
times higher, and death by homicide 10 times higher.76   
 
Denmark. Similar records-linkage studies from Denmark revealed that after a first-
trimester induced abortion or miscarriage, a woman had an 244% increased risk of death 
within 180 days (19/100,000 pregnancies), and a 615% increased risk of death within 180 
days for second-/third-trimester abortion (55/100,000) compared to childbirth 
(7.8/100,000). The death rate within a year after childbirth is 17.9/100,000 pregnancies, 
after miscarriage is 31.2/100,000, after first-trimester abortion is 33.8/100,000, and after 
second-/third-trimester abortion is 110/100,000. Additionally, a dose-response was noted, 
with mortality rates increasing with the more abortions a woman had.77   
 
Meta-Analysis. Finally, a 2017 meta-analysis of all available records-linkage studies 
documented that the risk of death is twice as high within six months following abortion 
than childbirth and remains elevated for many years, with a documented dose-effect, as 
each additional abortion increased a woman’s risk of dying by 50%. The review 
documented a curious lack of interest in the issue of maternal mortality and pregnancy 
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loss, as only eleven of 989 identified studies contained enough information to make a 
determination related to all types of pregnancy losses.78   
 

While it is probable that records-linkage studies will produce many pregnancy-
associated deaths that are not necessarily pregnancy-related deaths, wouldn’t it be 
preferable to cast a broad net and have an extensive list of deaths for MMRCs to investigate 
in order to more completely detect pregnancy-related deaths, than to have a known 
incomplete system that does not detect all maternal deaths? It is both the starting point for 
all investigations, but also useful in and of itself, to identify differences in pregnancy-
associated mortality that are not easily determined by a forensic examination.  For 
example, unless there are suicide notes or other public expressions, it is difficult to identify 
all contributing factors to a mental health related death. But statistically strong differences 
in suicides and accidental deaths after abortion compared to childbirth, such as shown by 
the Finnish researchers, are certainly very telling.  Therefore, pregnancy-associated 
mortality rates are useful for public health policy and informed consent, even if causality 
cannot be definitively determined.    

MEDICAL DISCUSSION 
Method of separation impacts maternal mortality risk 

When a pregnancy progresses to childbirth, delivery may occur by several methods.  
Term spontaneous or induced vaginal delivery (SVD) has the lowest risk of maternal death 
compared to other methods of term deliveries.79 Operative vaginal delivery, assisted with 
vacuum or forceps, has a higher risk of complications such as hemorrhage and adjacent 
tissue damage than an SVD.80  Cesarean section delivery has much higher risks of maternal 
death, both because pregnancy complications may necessitate the cesarean section, as well 
as increased risks of hemorrhage, infection, thrombotic complications, and direct organ 
damage from this major intraabdominal surgery.  Studies indicate maternal mortality from 
cesarean section may be as much as 100 times higher than vaginal birth.81  One-third of U.S. 
births occur by cesarean section, a relatively large percentage compared to many other 
developed nations, and this may also contribute to the U.S.’s higher maternal mortality 
ratios.82 
 

Preterm deliveries (< 37 weeks gestation) may occur by vaginal delivery, operative 
vaginal delivery or cesarean section, and are inherently riskier than a term delivery due to 
complications that lead to early delivery. For example, premature separation of the mother 
and fetus may be required due to a hypertensive crisis, bleeding emergency or other 
conditions.  Preterm births also have an increased likelihood of cesarean section due to 
malpresentation, fetal intolerance of labor, failed medically-indicated labor induction or 
other factors.  Medical interventions to delay preterm birth when labor commences early 
may also increase risks, such as toxicity from magnesium sulfate administration or 
increased risk of sepsis from expectant management of preterm, premature rupture of 
membranes.83 
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Early natural losses, also known as spontaneous abortions or miscarriages, may 

resolve spontaneously without intervention, may require medications such as misoprostol 
or mifepristone, or may be treated with surgical dilatation and suction aspiration, with or 
without sharp curettage.  Some may require a combination of these procedures.  The 
gestational age at the time of the pregnancy loss impacts risk, as later miscarriages have 
higher risks of retained tissue leading to excessive hemorrhage or infection.84   
 

An ectopic pregnancy is implanted in a location outside of the uterus (or rarely 
within the cervix or cornual junction between the uterus and tube).  Most commonly, it 
implants in the fallopian tube where continued growth can stretch the tube to the point of 
rupture, resulting in catastrophic internal bleeding.  Once diagnosed, it must be treated 
surgically or with an injection of methotrexate unless there is clear evidence it is resolving 
through miscarriage.85   
 

Gestational trophoblastic disease, also called hydatidiform mole, is a rare abnormal 
pregnancy that has the potential for invasion and metastasis of the pregnancy tissue.  When 
diagnosed, it is treated with surgical removal of the abnormal tissue.  Close follow-up is 
required to rule out systemic invasion, which is treated with chemotherapy or additional 
surgery if it occurs.86 
 

Induced abortion is the intentional ending of fetal life within the uterus.87  The 
gestational age when the abortion is performed impacts risk, as maternal mortality 
increases as the gestational age increases.  The CDC documents a 38% increase in mortality 
for each week that an abortion is performed beyond eight weeks, with 14.7-fold increased 
mortality early in the second trimester, 29.5-fold increase in the mid-second trimester, and 
76.6-fold increase in the risk of death to a woman from abortion after viability (second half 
of pregnancy).88  
 

Medical (chemical) abortion is usually performed with mifepristone to withdraw 
hormonal support for the developing fetus and misoprostol to induce uterine contractions.  
It has been associated with excessive hemorrhage and atypical infections, accounting for at 
least 28 reported maternal deaths in the U.S.89  It is also associated with pharmacologically 
induced anxiety and depression in the animal model.90  Complications occur four times as 
often as with surgical abortions.  Surgical completion due to retained pregnancy tissue is 
required in approximately three to eight percent of first-trimester procedures.  Abortion 
initiated medically but completed surgically compounds these risks.91  Data regarding 
chemical abortion complications are often unobtainable, especially since abortion 
advocates have begun advising women to withhold disclosure of a previous chemical 
abortion if they should happen to seek emergency care for abortion-related 
complications.92 
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In 2021, the FDA removed the in-person dispensing requirement from 
mifepristone’s Risk Evaluation and Mitigation Strategy (REMS) safeguards, allowing 
chemical abortion pill distribution outside of medical supervision through online ordering 
and mail-order delivery.93 On January 3, 2023, the FDA officially modified the REMS and 
related materials, detailing how brick-and-mortar pharmacies are also now permitted to 
dispense chemical abortion drugs after submitting a pharmacy agreement form.94 These 
unsupervised chemical abortions are being increasingly promoted to women, especially in 
states with abortion restrictions. However, failed abortion from underestimation of 
gestational age (resulting in more tissue to be expelled and often requiring surgery), 
missed diagnosis of ectopic pregnancy due to failure to perform ultrasound (these 
medications do not treat an ectopic), and missed opportunity for RhoGAM 
immunoprophylaxis (if not given, may cause the mother to produce an immune response 
against the fetus in future pregnancies) are all events that can increase the risk of maternal 
mortality in  current or future pregnancies.95 
 

Later chemical abortions, performed after the first trimester, are usually induced by 
oral or vaginal prostaglandins (misoprostol), or mifepristone and misoprostol, but may 
require surgical suction or sharp curettage for retained pregnancy tissue in up to 39% of 
women.96  Feticide (injecting medications to stop the fetal heart) is often performed prior 
to induction, but this may lead to maternal cardiac complications if digoxin or potassium 
chloride enters a woman’s bloodstream;97 and if feticide is not performed, a live birth may 
occur and the abortionist may perform active or passive infanticide.98  Intraamniotic 
instillation procedures such as saline infusion, prostaglandin infusion or urea infusion are 
rarely performed due to deaths from electrolyte imbalances, infections and hemorrhage.99   
 

Surgical abortions require opening the cervix by osmotic dilatation, prostaglandin 
dilatation or mechanical dilatation or a combination of the above.  Cervical damage or 
creation of a false passage during dilatation and/or perforation of the uterus during 
surgical curettage may lead to catastrophic hemorrhage or infection requiring emergency 
surgical intervention or to complications in a subsequent pregnancy.100  First-trimester 
dilatation and suction aspiration may occur with or without sharp curettage (D&C), and 
sharp curettage has been linked to uterine damage.  Second-/third-trimester dilatation and 
evacuation/extraction (D&E) may deliver the fetus intact (“partial-birth” abortion) or non-
intact (“dismemberment” abortion), although an intact D&E is illegal by federal and many 
state laws.  A non-intact D&E requires many blind passes of surgical instruments into the 
uterus, which can also lead to damage of the uterus or retained tissue.101  Hysterotomy 
(cesarean section) or hysterectomy abortions,  though rarely performed, are associated 
with high maternal mortality.102  Later surgical abortions are associated with increased 
complications from uterine perforation or adjacent organ damage due to the relaxed 
uterine musculature, which may increase the risk of sepsis, hemorrhage, and 
thrombosis.103  After 18 weeks gestation, the mortality rate from induced abortion (7.4 
deaths/100,000) is more than twice that for vaginal childbirth (3.6 deaths/100,000).104 
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Direct causes of maternal deaths 
The triad of infection, hemorrhage, and hypertensive disorders of pregnancy, which 

in the past accounted for >90% of all pregnancy-related deaths, now accounts for only 
about one-third of these deaths. New causes of death have emerged, and currently about 
half of pregnancy-related deaths involve cardiovascular, cerebrovascular, and other 
medical conditions.105  “Deaths of despair” from mental health disorders are also 
increasingly common causes of maternal deaths.106   
 

Cardiovascular conditions are the most common physiologic category identified 
by MMRCs as causing maternal mortality, accounting for 12.8% (2017-2019)107 to 13.8% 
(2008-2017)108 of pregnancy-related deaths.  This number excludes deaths from 
cardiomyopathy and preeclampsia, which will be discussed below.109  Many women who 
had complex cardiac repairs as infants due to congenital anomalies have now lived to 
reproductive age.  While their repaired anatomy is sufficiently functional to allow them to 
mature to adulthood, it may decompensate when dramatic vascular changes occur during 
pregnancy.110 Additionally, the poor preconceptual health of many American women -- 
advanced age, obesity, diabetes, hypertension -- may predispose them to cardiovascular 
disease. 
 

Poor preconceptual health may also predispose women to extreme and difficult-to-
control blood pressure fluctuations which can lead to seizures, strokes, liver rupture and 
other catastrophic complications.   Deaths due to accelerated hypertension from 
preeclampsia or eclampsia occur most commonly at delivery or within a week of delivery, 
accounting for an additional 6.5% (2008-2017) to 8.3% (2017-2019) of deaths.   
 

Cardiomyopathy, accounting for an additional 8.5% (2017-2019) to 9.3% (2008-
2017) of deaths, a pregnancy-related inflammation of the heart, is relatively rare, but has a 
10% mortality rate and is the most common cause of late maternal death.  Although 
maternal mortality is measured (at most) until a year after the end of a pregnancy, it should 
be noted that a history of abortion or miscarriage is associated with an increased risk of 
cardiovascular disease in subsequent pregnancies111 and an increased risk of death from 
cardiovascular disease over many years.112  
 

Hemorrhage accounts for 13.1% (2008-2017) to 13.7% (2017-2019) of deaths.113  
This most commonly occurs due to atony-failure of the uterus to contract sufficiently to 
shut off the massive blood flow through the enlarged uterus.  Safety toolkits and 
hemorrhage drills are utilized in most hospital systems, but sometimes, even in the best 
equipped and prepared hospitals, death may be unavoidable.   
 

One increasingly common cause of hemorrhagic maternal death is an abnormally 
invasive placenta. “Placenta accreta spectrum disorder” occurs in 1:272 pregnancies and is 
associated with uterine damage from prior uterine surgery (cesarean section, 
myomectomy or sharp curettage for miscarriage or induced abortion).  Catastrophic 
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bleeding due to inability to separate the placenta from the uterus may require many blood 
products that can overwhelm a hospital’s blood supply.  If diagnosed before birth, these 
women should be electively delivered in a tertiary medical center with a specialized 
multidisciplinary program and the ability to perform mass transfusion protocols.  Often a 
hysterectomy is required.114  Placental abruption has also been associated with faulty 
placental attachment due to prior uterine damage and is also linked to excessive blood loss 
and poor maternal and neonatal outcomes.115  
 

Early in pregnancy, a ruptured ectopic pregnancy can also lead to catastrophic 
internal bleeding and death.  Undiagnosed ectopic pregnancies that rupture in women 
undergoing unsupervised chemical abortions are 30% more likely to result in death than if 
the woman had not sought an abortion, because she may interpret the pain and bleeding as 
a sign the medication is working rather than a sign her life is in danger.116 
 

Infection accounts for 9.2% (2017-2019) to 11.4% (2008-2017) of deaths,117 but 
early diagnosis and treatment of sepsis have also been well addressed with safety toolkits 
in most hospital systems, increased awareness and use of broad-spectrum antibiotics.   
 

Maternal death due to sepsis may be associated with expectant management of 
extremely early premature rupture of membranes to optimize fetal outcomes.  Cervical 
incompetence (painless dilation), associated with risk of extreme premature delivery, may 
be increased with prior cervical or uterine instrumentation (conization for dysplasia, or 
dilatation and curettage for spontaneous or induced abortion). We have poor ability to 
predict or prevent preterm delivery, which occur in 10% of U.S. deliveries, but it should be 
noted that there is a dose-dependent increase in premature delivery after prior induced 
abortions. Large meta-analyses have demonstrated 25-35% increase in preterm birth after 
one induced abortion, and 32-72% increase after more than one.118   
 

Embolism describes an occlusion of vascular flow with potentially deadly 
consequences, accounting for 8.7% (2017-2019) to 9.5% (2008-2017) of deaths.119  A 
woman may form an accentuated clotting response due to physiologic changes in 
pregnancy or complications from pregnancy management (venous thromboembolism), 
leading to obstructed vessels in the lungs (pulmonary embolus) or brain (cerebrovascular 
accident).  Air or amniotic fluid can also enter the circulation and lead to a vascular 
obstruction.  Fortunately, these events are rare but are often deadly.  Embolisms may occur 
spontaneously during labor but are also associated with vascular complications from 
surgical abortions or cesarean sections when instruments have lacerated vessels and 
introduced foreign matter.120   
 

Mental health conditions have been determined to be causative in 8.8% (2008-
2017) to 22.7% (2017-2019) of maternal deaths,121 even though researchers often do not 
attribute mental health  
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conditions to the woman’s death, labeling them “pregnancy-associated” rather than 
“pregnancy-related” deaths.  While there are many ways in which an adverse pregnancy 
outcome could affect a woman’s mental health, there is a high likelihood that these deaths 
are often missed and unaccounted for in U.S. maternal mortality statistics.  No standardized 
protocols exist for determination of whether a mental health condition contributed to a 
woman’s death, so researchers may use subjective criteria to determine causality.122  
 

Anesthetic reactions, complications or overdose are rare, accounting for < 2% of 
maternal deaths.123 
 

Demonstrating the difficulty in accurately determining causes of death, 
approximately 7.5% of maternal deaths have undetermined causes.124 
 

Indirect causes of maternal deaths 
Indirect contributions to maternal mortality, sometimes referred to as “upstream 

determinants of health,” are highlighted by the known disparities in U.S. maternal 
mortality.  Non-Hispanic Black women have 2.9 times the maternal mortality ratio of non-
Hispanic white women,125 with conversation often limited to suggesting institutional 
factors of systemic racism. Yet, in a military study that controlled for social factors such as 
economics and health care access, non-Hispanic Black women receiving the same health 
care as non-Hispanic white women were still 2.8 times as likely to be admitted to an 
intensive care unit and 1.7 times as likely to experience severe maternal morbidity 
compared to non-Hispanic white women.126  There are many factors potentially 
contributing to maternal morbidity and mortality and these should be more fully explored 
as we strive to understand the disparities. 
 

It is important to note that the outcomes of pregnancy differ among subpopulations.  
Spontaneous abortion (miscarriage) rates are similar among all, approximately 16%.  The 
rates of legal induced abortion vary dramatically, however, affecting 34% of the 
pregnancies in non-Hispanic Black women but only 11% in white women.  Abortions after 
the first trimester, which are more dangerous to women, are also more common in the non-
Hispanic Black population, accounting for 13% of abortions among non-Hispanic Blacks 
compared to 9% among non-Hispanic whites.  As a result of these factors, only 48% of 
pregnancies among the non-Hispanic Black population result in childbirth as compared to 
65% of pregnancies among the non-Hispanic white population.127  It is worth investigating 
if there are risk factors associated with abortion that may contribute to the excessive 
maternal mortality documented in the non-Hispanic Black population. 
 

Preconceptual health risk factors impact maternal mortality.  Obesity affects 47% 
of the non-Hispanic Black population and 47% of the Hispanic population, but only 38% of 
the non-Hispanic white population.128  Hypertension affects 40% of the non-Hispanic Black 
population, but only 26% of the Hispanic population and 27% of the non-Hispanic white 
population.129  Diabetes affects 13% of the non-Hispanic Black population and 12% of the 
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Hispanic population, but only 7% of the non-Hispanic white population.130  An inherited 
thrombophilia will increase the propensity to form blood clots that block blood vessels and 
this occurs more commonly in the non-Hispanic Black population.131  These preconceptual 
factors may directly predispose to mortality due to disease-related complications, and they 
are also associated with early delivery and increased cesarean section rates, which 
indirectly raise mortality risk.  Chronic hypertension may lead to preeclampsia or 
eclampsia, which accounts for 11.4% of deaths in non-Hispanic Black women, but only 
6.5% of deaths in non-Hispanic white women.132  
 

Poverty is a risk factor for failure to obtain appropriate medical care and may 
contribute to the racial disparity noted in maternal mortality.  Additionally, poverty is 
associated with the preconceptual health risk factors mentioned above: obesity, 
hypertension, and diabetes.  Twenty percent of non-Hispanic Black women live in poverty 
compared to 16 percent of Hispanic women and 8 percent of non-Hispanic white 
women.133  Only five percent of married couples live in poverty, so the high rates of 
unmarried childbirth in minority populations may be associated with poverty. Unmarried 
birth occurs in 67% of non-Hispanic Black women, 39% of Hispanic women, and 27% of 
non-Hispanic white women.134 But independent of financial status, giving birth and caring 
for a child without a partner place a woman at an obvious disadvantage. If she should 
become ill, she may not seek timely emergency care due to lack of social support, childcare, 
or transportation. 
 

Location: Where a woman lives in proximity to health care may affect her outcome 
in the event of a health care emergency.  Many rural hospitals have closed or no longer 
offer obstetric services, so a woman dwelling in a “health care desert” may not find 
emergency care as readily as an urban woman.  A 2015 analysis by Scientific American 
demonstrated that MMR is higher in rural areas at 29.4 deaths/100,000 live births vs. 
18.2/100,000 in urban areas.135 Protocols and partnerships for transport of critically ill 
women from low-level to higher-level hospitals are essential so life-saving care can be 
provided quickly in an emergency. So, too, is incentivizing training and recruitment for 
reproductive specialists to locate to rural areas.136  
 

Advanced maternal age:  There are societal pressures for women to have children 
at older ages due to delayed marriage, education and career prioritization, access to birth 
control and abortion, infertility, and other factors.  The average age at first birth has 
increased from 21 (1970) to 27 (1990) to 30 (2019).137  Advanced maternal age is 
associated with an increased risk of maternal death.  The CDC documents that from 2003 to 
2016 U.S. maternal mortality in the population 25-34 years old was 7/100,000 but this 
skyrocketed to 79/100,000 in the 45-54 years old group.138  Assisted reproductive 
technology has advanced dramatically and become widespread.  Physicians can perform 
miraculous interventions to help infertile women, but they may have difficulty saying “no” 
to the requests of those who have preexisting conditions that dramatically raise their risk 
of maternal mortality, such as morbid obesity or significantly advanced age.  Reproductive 
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specialists should seek to prioritize preconceptual counseling and optimize control of 
medical comorbidities prior to natural or assisted conception and should carefully consider 
the risks vs benefits of reproductive assistance at the upper extreme of maternal age.139 
 

Mental health factors may impact pregnancy outcomes. As noted above, 8.8-22.7% 
of maternal deaths have been attributed by MMRCs to mental health causes, but the lack of 
a standardized protocol to determine causality likely means that many mental health 
deaths exacerbated by pregnancy or its outcome are not identified as such.  The maternal 
mental health deaths that have been identified are usually related to childbirth rather than 
an early pregnancy loss because, as documented throughout this discussion, an abortion-
related death due to mental health complications is almost impossible to detect due to 
inadequacies in the system. 
 

The association between legal induced abortion and mental health consequences is 
controversial, but there is no longer any dispute over the fact that abortion is associated 
with higher rates of mental illness.  The only dispute is over when, if ever, abortion is the 
sole cause of subsequent mental illness.140 In either case, it is intuitive that the delivery of a 
desired baby and the lifestyle changes that accompany that should be protective of a 
mother’s health, whereas a pregnancy loss might be expected to have a detrimental effect 
on her mental health.   
 

A 2011 meta-analysis of 22 studies found an 81% overall increased risk of mental 
health problems after abortion. Specifically, it found 34% increased risk of anxiety, 37% 
increased depression, 110% increased alcohol abuse, 230% increased marijuana abuse, 
and 155% increased suicidal behavior.141   
 

A 2013 meta-analysis of all available studies, performed by a respected pro-choice 
researcher, concluded that there is “no credible evidence to support the research 
hypothesis that abortion reduces any mental health risks associated with 
unwanted/unplanned pregnancies that come to term”.142  This researcher had previously 
documented a 30% increase in substance abuse and anxiety after abortion in a 30-year 
longitudinal study which controlled for confounding variables.143 
 

A 2016 study examining data from the U.S. National Longitudinal Study of 
Adolescent to Adult Health revealed that abortion is linked to a 45% higher risk of 
subsequent mental health problems, after controlling for prior mental health and a host of 
other confounding factors.  A dose effect was demonstrated, with each additional abortion 
associated with a 23% increased risk of subsequent mental health disorders.144   
 

Finally, a 2019 comprehensive review of the available literature revealed that two 
thirds (49 out of 75) of the available studies showed a positive correlation between 
abortion and adverse mental health outcomes.145    
 

http://www.lozierinstitute.org/


On Women’s Health 

26 www.LOZIERINSTITUTE.org January 2023 
 
 

 
 
 
 
 
 
 

 

Additionally, the American Psychological Association has identified some sub-
groups of women undergoing abortion known to be at higher risk of adverse mental health 
outcomes, including those who experience pressure from others to terminate, those who 
end a pregnancy that is meaningful due to coercion or concern for maternal or fetal health, 
those who lack social support, those who are ambivalent about the decision, those with a 
history of mental health problems, those with previous abortions, and those who have an 
abortion later in pregnancy.146   
 

“Deaths of despair” are an increasing but often underrecognized cause of maternal 
mortality.  A review of 11,782 maternal deaths in 33 states from 2010-2019 documented 
11.4% were attributed to drug-related causes, 5.4% due to suicide and 5.4% due to 
homicide (constituting over a quarter of all deaths).147 Breakdown of the family unit and 
single motherhood may predispose a woman to domestic violence leading to homicide.148  
Suicide is a leading cause of maternal death in many countries.149  Numerous studies have 
documented that childbirth protects a woman from suicide, whereas induced or 
spontaneous pregnancy loss increases her risk.150 
 

Other high risk-taking behavior, including that associated with substance abuse, 
may result in death from motor vehicle accidents or other accidents.  These deaths could be 
linked to a preceding pregnancy outcome but are often excluded per protocol in the U.S.151  
It has been reported that 30% of Swedish maternal deaths were related to motor vehicle 
accidents and other accidents.152  Mental health professionals counseling women struggling 
with pregnancy loss have documented increased risk-taking and self-destructive behaviors, 
which may contribute to a higher risk of accidents.153   
 

In determination of causation, MMRCs often neglect to identify pregnancy 
contributions to mental health deaths unless they can document clear evidence from a 
mental health profile form in the prenatal records, even though they concede this likely 
leads to under-attribution of pregnancy events and childbearing to mental health deaths.154  
Comprehensive analysis necessitates that MMRCs begin investigating accidental deaths 
within the framework of mental health conditions and pregnancy outcomes. 
 

Preterm birth: There are several potential mechanisms by which an induced 
abortion may increase the risk of subsequent premature deliveries. Forced dilatation of an 
unripe cervix may result in cervical trauma, and later cervical incompetence. Instrumental 
trauma of the uterus may result in faulty adherence of the placenta in subsequent 
pregnancies, resulting in abruption (premature separation) or placenta 
previa/accreta/increta (invasion of the placenta into the cervix, uterine wall, or other 
adjacent organs) which may require early delivery. In addition, the abortion procedure 
may alter the bacterial composition of the uterus, resulting in intraamniotic infection in 
subsequent pregnancies.155   
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Obstetric interventions to delay delivery in the setting of premature labor or 
premature rupture of membranes can increase a woman’s risk of medication toxicity and 
infection/sepsis which can lead to maternal death.  Early deliveries are more frequently 
performed by cesarean section due to fetal malpresentation or other complications, which 
increases the risk of maternal mortality.  Mothers who deliver preterm are also at a higher 
risk of medical complications later in life, including cardiovascular disease and stroke.  
Prematurity is the number one cause of infant deaths as well as the cause of substantial 
lifelong morbidity for many children.156 
 

The overwhelming evidence from 168 studies over 50 years demonstrates a 
connection between abortion and preterm birth.157 One meta-analysis found that there was 
a 25% increased risk of premature birth in a subsequent pregnancy after one abortion, 
32% after more than one, and 51% after more than two abortions.158  Likewise, another 
meta-analysis found a 35% increased risk of delivery of a very low birthweight infant after 
one abortion, and 72% after two or more abortions.159 Despite the widespread knowledge 
of an abortion-preterm birth link in the academic literature, women are often not warned 
by their physicians that an induced abortion could increase the risk for premature birth of 
subsequent children.  Abortion advocates downplay this link, as demonstrated by a 2018 
National Academy of Sciences, Engineering and Medicine report, which considered only 
five of the 168 available studies, to falsely reassure the public that there was no link 
between induced abortion and preterm birth.160 

PREDICTIONS 
Maternal mortality predictions as state-level abortion restrictions are enacted: 
 

In the politically polarized climate following the Supreme Court’s decision in Dobbs 
v. Jackson Women’s Health, reversing Roe v. Wade, and allowing legislatures to regulate 
abortion, allegations have arisen that this action will increase maternal mortality.  One 
researcher even went so far as to predict that a total abortion ban in the U.S. would result 
in a 7% increase in pregnancy-related deaths in the first year and 21% increases yearly 
thereafter.161  Fortunately, there are many reasons to expect abortion restrictions to 
decrease, rather than increase, maternal mortality. 
 

Abortion restrictions will not prohibit medical interventions for life-
threatening emergencies because all states have exemptions in their pro-life laws to save 
the life of the mother if her pregnancy poses a risk to her life.162  The necessity for an 
abortion in this situation is extremely rare, however, because usually these heartbreaking 
situations do not occur until the second half of pregnancy, when a woman’s obstetrician 
can deliver her in a safer, medically standard way, by induction or cesarean section, and 
often the baby’s life can be saved also.  An entire subspecialty of obstetrics — maternal-fetal 
medicine — exists to help high-risk women and their children make it safely through 
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pregnancy and delivery.  In the rare event that a dilation and evacuation is the only or best 
option, however, all states will allow this intervention. 
 

Health care providers ranging from the American Association of Pro-Life 
Obstetricians and Gynecologists to Planned Parenthood have all acknowledged that 
treatment of an ectopic pregnancy is not the same as abortion and all states will allow 
treatment of this life-threatening condition.163 
 

Management of miscarriages is also not affected by legislation restricting elective 
abortion.  Although the treatment of a deceased fetus can be similar to procedures used to 
induce abortion, there is a clear difference in the intent of actively ending fetal life versus 
caring for a woman once that life has ended.  It is extraordinarily rare for a life-threatening 
miscarriage event to occur while a fetus is still alive, but if it does the provider can provide 
the necessary treatment under the exemption for life-saving treatment.164 
 

As previously noted, the population most impacted by maternal mortality, non-
Hispanic Black women, has abortion rates that mirror their maternal mortality.  High 
maternal mortality and high abortion rates shouldn’t coexist if abortion reduces maternal 
mortality.  Clearly abortion is not protecting non-Hispanic Black women from maternal 
mortality and may be increasing their risk.  The following are reasons that allowing fewer 
abortions will lower the risk of maternal mortality: 
 

Abortion restrictions will limit dangerous, later abortions.  Approximately 8-
10% of U.S. abortions occur after the first trimester and 1% occur in the second half of 
pregnancy (after viability when the baby can survive separated from his mother).  Non-
Hispanic Black women have a higher percentage of later abortions (13%) than non-
Hispanic white women (9%), raising their risk of death from the procedure.165  These 
abortions are usually performed by dilatation and evacuation (D&E), which is much more 
dangerous than earlier abortion procedures, as it requires forcibly dilating a strong 
muscular cervix and multiple blind passes of surgical instruments to disarticulate the fetus 
and remove the pregnancy tissue, with risks of hemorrhage, infection, retained tissue, 
damage to adjacent organs, anesthetic complications and stroke, heart attacks and deaths, 
if severe.  Even though the CDC’s data on maternal mortality is known to be incomplete, the 
available data documents that a woman’s risk of death from abortion increases 
dramatically as the pregnancy progresses.166 
 

Abortion restrictions will reduce the incidence of repeat abortions. As 
previously mentioned, abortion is associated with an increase in all-cause mortality rates, 
especially when women are exposed to multiple abortions.167 To the degree abortion 
restrictions contribute to a reduction in exposure to multiple abortions, this should reduce 
the overall mortality rate of women of reproductive age. 
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Abortion restrictions will prevent some future pregnancy complications.  
Abortion can predispose to future pregnancy complications, although there is no way to 
document this causality with our current poor documentation systems.  For example, 
surgical trauma to the uterine lining in a dilation and suction, curettage or evacuation 
procedure may cause an abnormal placental attachment in the next pregnancy.  Placental 
abruption (premature separation) can occur if the attachment is not secure, and placental 
accreta syndrome (pathologic invasion) can occur if the attachment is too strong.  Both of 
these abnormal placental attachments can lead to life-threatening bleeding at delivery.  
Also, abortion has been documented to increase the risk of a subsequent preterm birth 
which is associated with higher maternal mortality.168  Limiting abortion will decrease 
women’s risk of maternal mortality in subsequent pregnancies for these reasons. 
 

Abortion restrictions will prevent future mental health disorders in some 
women.  Abortion is linked to mental health disorders such as anxiety, depression, 
substance abuse or overdose, excessive risk-taking behavior, self-harm and suicide, all of 
which can contribute to maternal mortality.169  Unfortunately, our inadequate maternal 
mortality reporting system often does not detect these “deaths of despair” related to 
abortion, but as previously documented, such deaths undoubtedly occur.  Conversely, 
delivery of a new baby often leads a woman to reduce her risk of accidents by staying at 
home to care for her new child.   
 

Abortion restrictions may lead to more fathers taking responsibility for their 
children and decrease the rates of single motherhood.  Abortion has devastated the family 
structure and social relationships in our country.  The narrative that reproduction is a 
“woman’s choice” has led many men to be absent fathers if a woman chooses to give birth 
to her child.  This increases the odds that she lives in poverty as a single mother, which is 
associated with medical conditions such as obesity, hypertension, diabetes, and lack of 
insurance.  Without a supportive partner or other family support to encourage her to seek 
help in a medical emergency, access to transportation, or childcare for other children, she 
may delay life-saving medical care until it is too late.  It is beyond the scope of this 
discussion, but absent fathers have also been documented to contribute to many other 
societal ills.170 
 

Abortion restrictions will encourage more women to give birth and are 
unlikely to result in illegal septic abortions.  The frightening and erroneous narrative 
that a woman denied abortion will seek it in an unsafe way, resulting in 5,000-10,000 
deaths yearly, drove its widespread legalization in 1973, and is being recycled today as 
states pose restrictions.171  Yet, in the years prior to Roe v. Wade, the CDC documented 
fewer than 100 deaths yearly from both legal and illegal abortions.172  Abortion had been 
becoming safer long before it was legalized due to improved surgical techniques, safer 
anesthesia, and widespread antibiotic use.  Even then, 90% of abortions were performed by 
physicians, albeit illegally.173  Today, abortion advocates are aggressively promoting 
unsupervised chemical abortion to women in states with restrictions.  Although more likely 
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to result in complications than surgical abortion, only 28 deaths have been attributed to 
chemical abortion in the U.S. since 2000, so it is unlikely that restrictions will contribute to 
excessive maternal deaths.  Besides, the most likely outcome for a woman who encounters 
obstacles to abortion is that she will carry her pregnancy to term and grow to love her 
child.   
 

Abortion restrictions may encourage both men and women to change their 
sexual behavior.  Studies of changes in abortion laws, both in the U.S. and internationally, 
show that with moderate limitations on abortion, the abortion rate goes down, while the 
birth rate stays the same. With tighter restrictions, such as a complete ban, this may 
temporarily increase the birth rate by a small amount, but this stabilizes over time.  As the 
“cost” of abortion rises, men and women often modify their behavior by decreasing 
promiscuous sexual activity and increasing use of more effective contraception.174 
 

Abortion restrictions may reduce the number of unwanted abortions.  As many 
as 64% of women with a history of abortion report feeling pressured into their abortions 
by other people, such as their male partner or parents.175  Since “perceived pressure from 
others” to have an abortion is one of the risk factors for mental health problems after 
abortion that has been identified by the APA, it is reasonable to hope that abortion 
restrictions, especially those requiring abortion providers to screen for mental health risk 
factors, will reduce the rate of  
 
abortion in women at greatest risk of negative psychological reactions.  This will reduce the 
rate of suicide and self-destructive behaviors that have been observed among women 
exposed to unwanted or coerced abortions. 
 

Abortion restrictions in other countries have not been shown to increase 

maternal mortality.  Examination of international trends demonstrates that maternal 

mortality does not increase after abortion restrictions are adopted.  Chile, which had legal 
abortion from 1957-1988 and prohibited abortion from 1989-2007, found that maternal 

mortality declined despite the change in legal status of abortion as education and 
obstetrical care improved.176  Similarly, Mexican data showed the 32 states that permitted 

abortion had a 30% higher maternal mortality ratio and 89% higher abortion mortality 

rate than states with restrictive abortion laws.177  Likewise, comparing demographically 

similar countries of the Republic of Ireland and the United Kingdom with disparate 
abortion laws,178 restrictive Ireland demonstrated a lower maternal mortality rate179 than 

in the permissive UK.180  El Salvador, Poland, and Nicaragua, which all enacted abortion 
restrictions, have seen their maternal mortality improve afterwards. South Africa, on the 

other hand, has seen maternal mortality worsen after the legalization of abortion.181   
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Due to political polarization in the U.S., some have implicated conservative southern 

states with elevated maternal mortality ratios, implying that policy recommendations and 
abortion restrictions are to blame.  A comparison is in order: Mississippi, which restricts 

abortion, has one of the highest MMRs at 35.2/100,000 live births.  However, some urban 
centers managed by progressive politicians with permissive abortion laws have similar 

ratios: Baltimore 35.2/100,000, Bronx County, NY 40.1/100,000, New York County, NY 

25.8/100,000.  Since these populations have similarly poor maternal mortality but don’t 
share abortion restrictions, one must ask what they do have in common that may 

contribute to poor maternal outcomes.  The answer, of course, is poverty.  In Mississippi, 

18.7% of the population lives in poverty, Baltimore City 20%, Bronx County 24.4%, and 

New York County 16.3%.182 
 

Throwing more money at the problem is unlikely to be the solution if we fail to 
address the root causes of poverty and other maternal factors discussed above.  While the 
U.S. spends $10,103 per person per year on health care, one of the poorest countries in 
Europe, Moldova, spends $244.183  Yet, in 2017, they had the same maternal mortality ratio 
of 19/100,000 live births.184  In fact, the U.S. has the worst maternal mortality ratio 
compared to other developed countries while simultaneously documenting one of the 
highest abortion rates, particularly those performed later in pregnancy.185  

CONCLUSION 
The issue of maternal mortality deserves rigorous discourse. America’s maternal 

mortality rate is the worst in the developed world, calling for careful discernment of the 
underlying factors, driven by a genuine concern for the wellbeing of women and their 

children. Instead, politics and ideological rhetoric shroud the conversation. Full and open 
dialogue requires transparent data, beginning with the documentation of all pregnancy 

events, all complications, and all maternal deaths. Efforts to address maternal mortality 
will continue to be hindered until complete data allows us to understand the breadth of the 

issue and begin to untangle its underlying causes. The demand for accurate maternal 

mortality data is one of common sense and should draw bipartisan support.  
 

It is crucial to increase awareness that maternal mortality can follow any pregnancy 
event—including induced abortion—and that these tragic deaths often occur outside of the 

healthcare system and temporally separated from the end of pregnancy. Acknowledging 
the wide range of causes behind maternal mortality compels a wide range of approaches in 

ameliorating their effects. The detection of adverse events in early pregnancy must be 
expanded, particularly when related to legal induced abortion. Mental health disorders 

must be thoroughly investigated, and diligence applied to determining how a pregnancy 
event may have contributed to a “death of despair.”  These are not “quick fixes” and will 

require work beyond current efforts to improve medical intervention in hospitals for 
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obstetric emergencies. While emergency intervention at the time of delivery is an 

important place to start, the issue of maternal mortality spans far beyond a hospital room. 
In boldness and unfettered by ideological pressure, our care for mothers must reach 

beyond the hospital room too. 

RECOMMENDATIONS 
Policy recommendations to improve data accuracy and protect women from 
maternal deaths:  

United States Department of Health and Human Services: 
• Mandate reporting of all pregnancy outcomes (term and preterm live births and 

stillbirths, legal induced abortions, ectopic pregnancies, gestational trophoblastic 

disease and miscarriages) by local providers, collected by state health departments, 

and then relayed to the CDC.  Do not permit a reporting exemption for induced 

abortion fetal deaths after 20 weeks as is currently allowed.   

• Standardize reporting forms to be consistent in all reporting areas.  Ideally this 

would be in the form of “fetal loss certificates” throughout an entire pregnancy 

much as live births and stillbirths after 20 weeks are currently documented on birth 

certificates. To allay privacy concerns, all the same privacy protection mechanisms 

used in other medical reports filed with state health officials (such as with cancer 

registries, venereal disease reports, birth defect registries) should apply to protect 

personal identifying information.    

• Mandate reporting of all complications and deaths associated within a year of any 

pregnancy outcome to state health departments, with special emphasis on reporting 

of complications that occur outside of the standard medical system (hospitals 

usually have comprehensive reporting systems but abortion and private gynecologic 

clinics often do not).  Be aware that severe maternal morbidity is closely related to 

maternal mortality and accurate reporting of “near-miss” events should also be 

prioritized and mandated.  Enforce strict noncompliance penalties for failure to 

report or misrepresentation of events (for example, induced abortion complications 

intentionally misreported as resulting from a miscarriage).   

• Enforce these mandatory reports by linking requirements to federal CMS 

reimbursement, with monetary penalties for withholding data. Do not allow states 

to refuse to report abortions or abortion-associated deaths for ideologic reasons as 
California, Maryland and New Hampshire do currently.  

States’ Departments of Health: 
• Link reproductive age women’s death certificates, birth certificates, and fetal loss 

certificates (at all gestational ages in pregnancy) to publish a report each year 

tabulating the total number of pregnancy-associated deaths for each pregnancy 
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outcome within 42 days and within one year of the deceased woman’s most recent 

pregnancy. 

• Streamline and standardize the death certification electronic medical records 

system.  

• Create an easy-to-use electronic reporting form for “near-miss” pregnancy 

complications that do not result in death and ensure that doctors are aware that it is 

available and encouraged to report. 

• Make tutorials readily available for physicians to ensure accurate use of death and 

complication reporting forms, engaging state medical societies to assist with 

dissemination of this information. 

• Provide the reporting forms in a timely fashion and make submission as simple as 

possible through direct electronic transmission.   

Hospital Associations, Joint Commission on Accreditation of Healthcare 
Organizations, State Medical and Pharmacy Boards: 

• Educate physicians on accurate reporting of pregnancy outcomes and complications 

with specific recommendations on how this should be done through email blasts, 

required CME, residency training requirements, etc. 

• Provide oversight on complication trends related to the various ends of pregnancy 

and require the same standards of care from abortion providers as from all other 

health care providers. 

• When states implement new legal induced abortion restrictions, state medical 

boards should engage with legal counsel, and state attorneys general to provide 

interpretation of the new legislation to health care providers to minimize confusion 

and misinterpretation of the laws.  Hospital systems should create medical oversight 

quality committees that provide advanced guidance and can also be convened 

rapidly to facilitate decisions on emergency care in situations where medical 

compliance with state law may be unclear.  Similarly, state boards of pharmacy 

should give guidance regarding protocols and medical oversight of potentially 

teratogenic and embryocidal medications, such as methotrexate and misoprostol. 

• All hospitals should utilize maternal safety toolkits to assess risk and provide 

preventative treatment for hypertensive disorders, sepsis, thromboembolism and 

hemorrhage and hospitals should require frequent emergency drills to train staff to 

more effectively manage emergent situations.   

• Improve rural healthcare by creating algorithms for care and transfer from low-

level rural hospitals to higher-level hospitals for complex cases.  Provide community 

education notifying residents of facilities where obstetric care is available.  

Prioritize and incentivize recruiting and retention of rural physicians and support of 

vulnerable rural hospitals. 
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• Develop new primary care and ob/gyn community residency programs in rural 

areas.  Currently, only 93% of allopathic medical students and 90% of osteopathic 

medical students obtain their desired residency opportunity after medical school 

graduation.  While we bemoan a shortage of rural physicians, resulting in “health 

care deserts,” Congress has failed to allocate additional residency funding in over 30 

years.  Prioritizing funding to train ethical healthcare providers who desire to 

provide primary and obstetric care in underserved areas will improve outcomes in 
those areas and optimize the investment we have made in training physicians. 

ICD-10 Coding Registry: 
• Expand induced abortion complication and death causes coding to account for all 

possible complications following abortion that may result in maternal death and 
optimize search engine discovery. 

Reproductive Health Specialists: 
• Reproductive specialists should optimize health of women prior to assisting them in 

attaining pregnancy.  Primary care physicians and ob/gyns should prioritize 

discussion of pregnancy intent, with effective family planning options offered if 

pregnancy not desired; and if pregnancy is desired, pre-pregnancy optimization of 

high-risk medical conditions. 

• Attention should be directed to improving obstetric management of high-risk 

pregnant women with advanced age, obesity, diabetes, hypertension, thrombophilia, 

cardiac disease, congenital cardiac disorders and/or prior poor pregnancy 

outcomes, as well as managing new onset pregnancy complications such as multiple 

gestation, gestational diabetes, pregnancy-induced hypertension and 

thromboembolism.  

• Women should be counseled regarding the increased risks associated with induced 

abortion on reproductive and mental health and with childbirth at more advanced 
ages. 

 

Ingrid Skop, M.D., F.A.C.O.G., is Senior Fellow and Director of Medical Affairs at Charlotte 

Lozier Institute. 
 

1 MacDorman M, Declercq E, Cabral H, and Morton C. Recent Increases in the U.S. Maternal Mortality 

Rate: Disentangling Trends from Measurement Issues. Obstetrics & Gynecology 2016;128:447–55. 
2 Joseph K, Lisonkova S, Muraca G, Razaz N, et al. Factors Underlying the Temporal Increase in Maternal Mortality 

in the United States. Obstetrics & Gynecology 2017;129(1):91–100; Studnicki J, Fisher JW. Recent Increases in the 

U.S. Maternal Mortality Rate: Disentangling Trends from Measurement Issues. Obstet Gynecol. 2018 

May;131(5):932-934. doi: 10.1097/AOG.0000000000002603. PMID: 29652697. 
3 St. Pierre A, et al. Challenges and Opportunities in Identifying, Reviewing, and Preventing Maternal Deaths. 

Obstet Gynecol 2018;131:138–42. 

 

http://www.lozierinstitute.org/


On Women’s Health 

35 www.LOZIERINSTITUTE.org January 2023 
 
 

 
 
 
 
 
 
 

 

 
4 Verma N, Shainker SA. Maternal mortality, abortion access and optimizing care in an increasingly restrictive 

United States: A review of the current climate. Seminars in Perinatology. 2020;151269:1-7; Morrison C. “End of 

Roe v. Wade expected to increase maternal mortality” Washington Examiner. July 6, 2022. Available at 

https://www.washingtonexaminer.com/most-recent-articles/2, accessed August 7, 2022. 
5 Trost SL, Beauregard J, Njie F, et al. Pregnancy-Related Deaths: Data from Maternal Mortality Review 

Committees in 36 US states, 2017-2019.  Atlanta, GA: Centers for Disease Control and Prevention, US Department 

of Health and Human Services; 2022. 
6 Curtin SC, Abma JC, Ventura SC. NCHS Data Brief No. 136, December 2013. Centers for Disease Control and 

Prevention, National Center for Health Statistics, Atlanta. Available at 

https://www.cdc.gov/nchs/data/databriefs/db136.pdf, accessed August 7, 2022; Burgess AP, Dongarwar D, Spigel Z, 

et al. Pregnancy-related mortality in the United States, 2003-2016: age, race, and place of death. Am J Obstet 

Gynecol. 2020;222:489.e8. 
7 Studnicki, et al. Improving the Metrics and Data Reporting for Maternal Mortality: A Challenge to Public Health 

Surveillance and Effective Prevention. Online Journal of Public Health Informatics. 2019;11(2):e17. 
8 World Health Organization. (2004) ICD-10: International Statistical Classification Disease and Related Health 

Problems: Tenth Revision. WHO, Geneva; WHO Working Group on Maternal Mortality and Morbidity 

Classification. 2012. “The WHO Application of ICD-10 to Deaths during Pregnancy, Childbirth and the 

Puerperium: ICD MM.” 25–27. Available at 

https://apps.who.int/iris/bitstream/handle/10665/70929/9789241548458_eng.pdf, accessed August 7, 2022; Hoyert 

DL. National Center for Health Statistics.  Maternal Mortality Rates in the United States, 2020.  Available at 

https://www.cdc.gov/nchs/data/hestat/maternal-mortality/2020/E-stat-Maternal-Mortality-Rates-2022.pdf, accessed 

August 8, 2022. 
9 Petersen, EE, Davis NL, Goodman D, et al.  Vital Signs: Pregnancy-related Deaths, United States, 2011-2015, 

and Strategies for Prevention, 13 States, 2013–2017. Morbidity and Mortality Weekly Report 2019;68:423–29. 

Available at http://www.cdc.gov/mmwr/volumes/68/wr/mm6818e1.htm?s_cid¼mm6818e1_w, accessed August 7, 

2022. 
10 Kortsmit K, Mandel MG, Reeves JA, et al. Abortion Surveillance - United States, 2019. MMWR Surveill Summ 

2021;70(No. SS-9):1-29. Available at https://www.cdc.gov/mmwr/volumes/70/ss/ss7009a1.htm, accessed August 8, 

2022; Cates W, et al. Mortality from abortion and childbirth. Are the statistics biased? Journal of the American 

Medical Association. 1982;248:192-196. 
11 Gissler M, Berg C, Bouvier-Colle M, et al, Methods for identifying pregnancy-associated deaths: population-

based data from Finland 1987-2000. Paediatr Perinat Epidemiol 2004;18(6):448-455. 
12 Gissler M, Berg C, et al, Pregnancy-associated mortality after birth, spontaneous abortion, or induced abortion in 

Finland, 1987-2000.. American Journal of Obstet Gynecol. 2004;190:422-427. 
13 Physicians’ Handbook on Medical Certification of Death. Centers for Disease Control and Prevention.  2003 

Revision. Available at https://www.cdc.gov/nchs/data/misc/hb_cod.pdf, accessed July 20, 2022. 
14 Brantley, MD, Callaghan W, Cornell A, et al. 2018. Building U.S. Capacity to Review and Prevent Maternal 

Deaths: Report from Nine Maternal Mortality Review Committees. MMRIA. Atlanta, GA: Centers for Disease 

Control and Prevention, US Department of Health and Human Services. Available at 

https://www.cdcfoundation.org/sites/default/files/files/ReportfromNineMMRCs.pdf, accessed August 7, 2022. 
15 St. Pierre A, et al. Challenges and Opportunities in Identifying, Reviewing, and Preventing Maternal Deaths. 

Obstet Gynecol 2018;131:138–42. 
16 Hoyert DL, Uddin SFG, Minino AM. Evaluation of the pregnancy status checkbox on the identification of 

maternal deaths. National Vital Statisteics Reports; vol 69 no 1, Hyattsville, MD: National Center for Health 

Statistics. 2020. 
17 Petersen, EE, Davis NL, Goodman D, et al.  Vital Signs: Pregnancy-Related Deaths, United States, 2011-2015, 

and Strategies for Prevention, 13 States, 2013–2017. Morbidity and Mortality Weekly Report 2019;68:423–29. 

Available at http://www.cdc.gov/mmwr/volumes/68/wr/mm6818e1.htm?s_cid¼mm6818e1_w, accessed August 7, 

2022 

 

http://www.lozierinstitute.org/
https://www.washingtonexaminer.com/most-recent-articles/2
https://www.cdc.gov/nchs/data/databriefs/db136.pdf
https://apps.who.int/iris/bitstream/handle/10665/70929/9789241548458_eng.pdf
https://www.cdc.gov/nchs/data/hestat/maternal-mortality/2020/E-stat-Maternal-Mortality-Rates-2022.pdf
http://www.cdc.gov/mmwr/volumes/68/wr/mm6818e1.htm?s_cid¼mm6818e1_w,
https://www.cdc.gov/mmwr/volumes/70/ss/ss7009a1.htm
https://www.cdc.gov/nchs/data/misc/hb_cod.pdf
https://www.cdcfoundation.org/sites/default/files/files/ReportfromNineMMRCs.pdf
http://www.cdc.gov/mmwr/volumes/68/wr/mm6818e1.htm?s_cid¼mm6818e1_w,


On Women’s Health 

36 www.LOZIERINSTITUTE.org January 2023 
 
 

 
 
 
 
 
 
 

 

 
18 Hoyert DL, Uddin SFG, Minino AM. Evaluation of the pregnancy status checkbox on the identification of 

maternal deaths. National Vital Statistics Reports; vol 69 no 1, Hyattsville, MD: National Center for Health 

Statistics. 2020. 
19 Hoyert DL, Minino AM. Maternal mortality in the United States: Changes in coding, publication, and data 

release, 2018. National Vital Statistics Reports; vol 69 no 2. Hyattsville, MD: National Center for Health Statistics. 

2020. 
20 Ibid. 
21 Report from Maternal Mortality Review Committees: A View into Their Critical Role.  Available at 

https://www.cdcfoundation.org/sites/default/files/upload/pdf/MMRIAReport.pdf, accessed September 6, 2022. 
22 Gibbs R, Bauer M, Olvera L, Sakowski C, Cape V, Main E. Improving Diagnosis and Treatment of Maternal 

Sepsis: A Quality Improvement Toolkit. Stanford, CA: California Maternal Quality Care Collaborative. Available at  

https://www.cmqcc.org/sites/default/files/Sepsis%20Toolkit_FINAL.2_Errata_7.1.22.pdf, accessed August 7, 2022; 

Improving Health Care Response to Maternal Venous Thromboembolism. California Maternal Quality Care 

Collaborative. Available at https://www.cmqcc.org/resources-toolkits/toolkits/improving-health-care-response-

maternal-venous-thromboembolism, accessed August 7, 2022; OB Hemorrhage Toolkit V3.0 Errata 7.18.22. 

California Maternal Quality Care Collaborative.  Available at https://www.cmqcc.org/resources-tool-

kits/toolkits/ob-hemorrhage-toolkit, accessed August 7, 2022; Hypertensive Disorders of Pregnancy Toolkit. 

California Maternal Quality Care Collaborative. Available at https://www.cmqcc.org/resources-tool-

kits/toolkits/HDP, accessed August 7, 2022. 
23 CDC Levels of Care Assessment Tool.  Available at 

https://www.cdc.gov/reproductivehealth/maternalinfanthealth/cdc-locate/index.html, accessed November 4, 2022. 
24 Minnesota Maternal Mortality Report, Reporting for 2017-2018.  Minnesota Department of Health. Available at 

https://www.health.state.mn.us/docs/people/womeninfants/maternalmort/maternalmortreport.pdf, accessed 

September 6, 2022. 
25 Building U.S. Capacity to Review and Prevent Maternal Deaths. CDC Foundation.  Available at 

https://www.cdcfoundation.org/building-us-capacity-review-and-prevent-maternal-deaths, accessed September 6, 

2022. 
26 Maternal Mortality Review Information Application-MMRIA. Available at 

https://reviewtoaction.org/tools/mmria, accessed September 6, 2022. 
27 ERASE MM Program. Centers for Disease Control and Prevention.  Last reviewed September 19, 2022. Available 

at https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/index.html#print, accessed November 3, 

2022. 
28 Brantley, MD, Callaghan W, Cornell A, et al. 2018. Building U.S. Capacity to Review and Prevent Maternal 

Deaths: Report from Nine Maternal Mortality Review Committees. MMRIA. Atlanta, GA: Centers for Disease 

Control and Prevention, US Department of Health and Human Services. Available at 

https://www.cdcfoundation.org/sites/default/files/files/ReportfromNineMMRCs.pdf, accessed August 7, 2022; 
29 Petersen, EE, Davis NL, Goodman D, et al.  Vital Signs: Pregnancy-Related Deaths, United States, 2011-2015, 

and Strategies for Prevention, 13 States, 2013–2017. Morbidity and Mortality Weekly Report 2019;68:423–29. 

Available at http://www.cdc.gov/mmwr/volumes/68/wr/mm6818e1.htm?s_cid¼mm6818e1_w, accessed August 7, 

2022; Davis NL, Smoots AN, Goodman DA. Pregnancy-Related Deaths: Data from 14 U.S. Maternal Mortality 

Review Committees, 2008-2017. Atlanta GA: Centers for Disease Control and Prevention, U.S. Department of 

Health and Human Services; 2019.  Available at https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-

mm/mmr-data-brief_2019-h.pdf, accessed August 7, 2022. 
30 Trost SL, Beauregard J, Njie F, et al. Pregnancy-Related Deaths: Data from Maternal Mortality Review 

Committees in 36 US states, 2017-2019.  Atlanta, GA: Centers for Disease Control and Prevention, US Department 

of Health and Human Services; 2022. Available at: https://www.cdc.gov/reproductivehealth/maternal-

mortality/erase-mm/data-mmrc.html  
31 Physicians’ Handbook on Medical Certification of Death. Centers for Disease Control and Prevention. 2003 

Revision. Available at https://www.cdc.gov/nchs/data/misc/hb_cod.pdf, accessed July 20, 2022; Brantley, MD, 

Callaghan W, Cornell A, et al. 2018. Building U.S. Capacity to Review and Prevent Maternal Deaths: Report from 

 

http://www.lozierinstitute.org/
https://www.cdcfoundation.org/sites/default/files/upload/pdf/MMRIAReport.pdf
https://www.cmqcc.org/sites/default/files/Sepsis%20Toolkit_FINAL.2_Errata_7.1.22.pdf
https://www.cmqcc.org/resources-toolkits/toolkits/improving-health-care-response-maternal-venous-thromboembolism
https://www.cmqcc.org/resources-toolkits/toolkits/improving-health-care-response-maternal-venous-thromboembolism
https://www.cmqcc.org/resources-tool-kits/toolkits/ob-hemorrhage-toolkit
https://www.cmqcc.org/resources-tool-kits/toolkits/ob-hemorrhage-toolkit
https://www.cmqcc.org/resources-tool-kits/toolkits/HDP
https://www.cmqcc.org/resources-tool-kits/toolkits/HDP
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/cdc-locate/index.html
https://www.health.state.mn.us/docs/people/womeninfants/maternalmort/maternalmortreport.pdf
https://www.cdcfoundation.org/building-us-capacity-review-and-prevent-maternal-deaths
https://reviewtoaction.org/tools/mmria
https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/index.html#print
https://www.cdcfoundation.org/sites/default/files/files/ReportfromNineMMRCs.pdf
http://www.cdc.gov/mmwr/volumes/68/wr/mm6818e1.htm?s_cid¼mm6818e1_w
https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/mmr-data-brief_2019-h.pdf
https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/mmr-data-brief_2019-h.pdf
https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/data-mmrc.html
https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/data-mmrc.html
https://www.cdc.gov/nchs/data/misc/hb_cod.pdf


On Women’s Health 

37 www.LOZIERINSTITUTE.org January 2023 
 
 

 
 
 
 
 
 
 

 

 
Nine Maternal Mortality Review Committees. MMRIA. Atlanta, GA: Centers for Disease Control and Prevention, 

US Department of Health and Human Services. Available at 

https://www.cdcfoundation.org/sites/default/files/files/ReportfromNineMMRCs.pdf, accessed August 7, 2022; 

Hoyert DL. National Center for Health Statistics (US-NCHS-CDC). Maternal Mortality and Related Concepts. 

Department of Health and Human Services, Centers for Disease Control and Prevention, National Center for Health 

Statistics, Hyattsville. Vital Health Stat 3. 2007;33:1-13; Hoyert DL. Maternal Mortality Rates in the United States, 

2020. Feb 2022. National Center for Health Statistics.  Available at https://www.cdc.gov/nchs/data/hestat/maternal-

mortality/2020/E-stat-Maternal-Mortality-Rates-2022.pdf, accessed August 8, 2022. 
32 Reardon D, Strahan T, and Thorp J. Deaths Associated with Abortion Compared to Childbirth-A Review of New 

and Old Data and the Medical and Legal Implications. J. Contemp. Health Law & Policy. 2004;20(2):1-51; Mark 

Crutcher. Lime 5: Exploited by Choice. Life Dynamics, Inc. Denton, TX. 1996.  
33 St. Pierre A, et al. Challenges and Opportunities in Identifying, Reviewing, and Preventing Maternal Deaths. 

Obstet Gynecol 2018;131:138–42. 
34 Reardon D. The abortion and mental health controversy: A comprehensive literature review of common ground 

agreements, disagreements, actionable recommendations, and research opportunities. SAGE Open Medicine. 2018;6. 

Available at https://journals.sagepub.com/doi/full/10.1177/2050312118807624, accessed November 4, 2022. 
35 Hoyert DL. National Center for Health Statistics.  Maternal Mortality Rates in the United States, 2020.  Available 

at https://www.cdc.gov/nchs/data/hestat/maternal-mortality/2020/E-stat-Maternal-Mortality-Rates-2022.pdf, 

accessed August 8, 2022; Hoyert DL. National Center for Health Statistics. Maternal Mortality and Related 

Concepts. Department of Health and Human Services, Centers for Disease Control and Prevention, National Center 

for Health Statistics, Hyattsville. Vital Health Stat 3. 2007;33:1-13.  
36 Texas Maternal Mortality and Morbidity Review Committee and Department of State Health Services Joint 

Biennial Report 2022. Available at https://www.dshs.texas.gov/sites/default/files/legislative/2022-Reports/Joint-

Biennial-MMMRC-Report-2022.pdf, accessed January 6, 2023. 
37 MacKay A, Berg CJ, Duran C, et al. An assessment of pregnancy-related mortality in the United States. Pediatric 

& Perinatal Epidemiology 2005;19:206–214; Hoyert DL. Maternal Mortality and Related Concepts. Vital & Health 

Statistics. Series 3, Analytical and Epidemiological Studies. 2007;33:1-13.  Available at 

https://europepmc.org/article/med/17460868, accessed August 9, 2022. 
38   Horon IL, Cheng D, Chang J, et al. Underreporting of Maternal Deaths on Death Certificates and the Magnitude 

of the Problem of Maternal Mortality. AJ of Public Health. 2005;95:478-82; Dye TD, Gordon H. Retrospective 

maternal mortality case ascertainment in West Virginia, 1985 to 1989. Am J Obstet Gynecol. 1992;167(1)72-6. 
39 Report from Maternal Mortality Review Committees: A View into Their Critical Role.  Available at 

https://www.cdcfoundation.org/sites/default/files/upload/pdf/MMRIAReport.pdf, accessed September 6, 2022. 
40 Physicians’ Handbook on Medical Certification of Death. Available at 

https://www.cdc.gov/nchs/data/misc/hb_cod.pdf, accessed July 20, 2022. 
41 Keisha Atkins’ autopsy report.  Available at https://abortiondocs.org/wp-content/uploads/2017/08/Autopsy-

Report-Keisha-Atkins.pdf, accessed August 31, 2022. 
42 TxEVER User Guides. Texas Health and Human Services. Available at 

https://www.dshs.texas.gov/vs/partners/txever-guides/, accessed September 6, 2022. 
43 Quesinberry D, Bunn TL, Hargrove S, Slavova S. Impact of a drug overdose toxicology testing legislative 

mandate on informing coroner death investigation and certification practices. Acad Forensic Pathology. 2019;9(1-

2):66-80. 
44 Karalis E, et al. Decreasing mortality during pregnancy and for a year after while mortality after termination of 

pregnancy remains high: a population-based register study of pregnancy associated deaths in Finland 2001-2012. 

BJOG. 2017;124:1115-1121; Gissler M. et al. Injury deaths, suicides and homicides associated with pregnancy, 

Finland 1987-2000. Eur J of Public Health. 2005;15(5):459-463. 
45 State Funding of Abortion Under Medicaid. Guttmacher Institute. Available at https://www.guttmacher.org/state-

policy/explore/state-funding-abortion-under-medicaid, accessed September 6, 2022. 
46 WHO Working Group on Maternal Mortality and Morbidity Classification. 2012. “The WHO Application of ICD-

10 to Deaths during Pregnancy, Childbirth and the 

 

http://www.lozierinstitute.org/
https://www.cdcfoundation.org/sites/default/files/files/ReportfromNineMMRCs.pdf
https://www.cdc.gov/nchs/data/hestat/maternal-mortality/2020/E-stat-Maternal-Mortality-Rates-2022.pdf
https://www.cdc.gov/nchs/data/hestat/maternal-mortality/2020/E-stat-Maternal-Mortality-Rates-2022.pdf
https://journals.sagepub.com/doi/full/10.1177/2050312118807624
https://www.cdc.gov/nchs/data/hestat/maternal-mortality/2020/E-stat-Maternal-Mortality-Rates-2022.pdf
https://www.dshs.texas.gov/sites/default/files/legislative/2022-Reports/Joint-Biennial-MMMRC-Report-2022.pdf
https://www.dshs.texas.gov/sites/default/files/legislative/2022-Reports/Joint-Biennial-MMMRC-Report-2022.pdf
https://europepmc.org/article/med/17460868
https://www.cdcfoundation.org/sites/default/files/upload/pdf/MMRIAReport.pdf
https://www.cdc.gov/nchs/data/misc/hb_cod.pdf
https://abortiondocs.org/wp-content/uploads/2017/08/Autopsy-Report-Keisha-Atkins.pdf
https://abortiondocs.org/wp-content/uploads/2017/08/Autopsy-Report-Keisha-Atkins.pdf
https://www.dshs.texas.gov/vs/partners/txever-guides/
https://www.guttmacher.org/state-policy/explore/state-funding-abortion-under-medicaid
https://www.guttmacher.org/state-policy/explore/state-funding-abortion-under-medicaid


On Women’s Health 

38 www.LOZIERINSTITUTE.org January 2023 
 
 

 
 
 
 
 
 
 

 

 
Puerperium: ICD-MM.” 25–27. Available at 

https://apps.who.int/iris/bitstream/handle/10665/70929/9789241548458_eng.pdf, accessed August 7, 2022. 
47 WHO ICD 10 Coding Manual. Available at https://www.icd10data.com/, accessed August 7, 2022. 
48 Studnicki J, Longbons T, Fisher J, et al. Doctors Who Perform Abortions: Their Characteristics and Patterns of 

Holding and Using Hospital Admitting Privileges. Health Serv Res Manag Epidemiol 2019;6:1-8. 
49 Studnicki J, Harrison DJ, Longbons T, et al. A Longitudinal Cohort Study of Emergency Room Utilization 

Following Mifepristone Chemical and Surgical Abortions, 1999-2015. Health Serv Res Manag Epidemiol 2021;8:1-

11; Aultman K, Cirucci CA, Harrison DJ, et al. Deaths and Severe Adverse Events after the Use of Mifepristone as 

an Abortifacient from September 2000 to February 2019. Issues Law Med 2021;36(1):3-26. 
50 Hoyert DL, Miniño AM. Maternal Mortality in the United States: Changes in Coding, Publication, and Data 

Release, 2018. National Vital Statistics Reports; vol 69 no 2. Hyattsville, MD: National Center for Health Statistics. 

2020. 
51 Brantley, MD, Callaghan W, Cornell A, et al. 2018. Building U.S. Capacity to Review and Prevent Maternal 

Deaths: Report from Nine Maternal Mortality Review Committees. MMRIA. Atlanta, GA: Centers for Disease 

Control and Prevention, US Department of Health and Human Services. Available at 

https://www.cdcfoundation.org/sites/default/files/files/ReportfromNineMMRCs.pdf, accessed August 7, 2022. 
52 Studnicki, et al. Improving the Metrics and Data Reporting for Maternal Mortality: A Challenge to Public Health 

Surveillance and Effective Prevention. Online Journal of Public Health Informatics. 2019;11(2):e17. 
53 National Center for Health Statistics. State Definitions and Reporting Requirements for Live Births, Fetal Deaths, 

and Induced Terminations of pregnancy. Hyattsville (MD) NCHS; 1997. Available at 

https://www.cdc.gov/nchs/products/other/miscpub/statereq.htm, accessed August 7, 2022. 
54 Kortsmit K, Mandel MG, Reeves JA, et al. Abortion Surveillance-United States, 2019. MMWR Surveill Summ 

2021;70(No. SS-9):1-29. Available at https://www.cdc.gov/mmwr/volumes/70/ss/ss7009a1.htm, accessed August 8, 

2022. 
55 American College of Obstetricians and Gynecologists Committee Opinion 748. The Importance of Vital Records 

and Statistics for the Obstetrician-Gynecologist. Obstet Gynecol. 2018;132(2):78-81. 
56 Korn J, Duffy C. “Search histories, location data, text messages: How personal data could be used to enforce anti-

abortion laws.” CNN Business. June 24, 2022. Available at https://www.cnn.com/2022/06/24/tech/abortion-laws-

data-privacy/index.html, accessed August 26, 2022. 
57 Model State Vital Statistics Act and Regulations, 1992 Revision, February 1994. Centers for Disease Control and 

Prevention/National Center for Health Statistics (CDC/NCHS). Available at 

https://www.cdc.gov/nchs/data/misc/mvsact92b.pdf, accessed August 7, 2022. 
58 “What is CDC WONDER?” Centers for Disease Control and Prevention. Available at 

https://wonder.cdc.gov/wonder/help/main.html#What%20is%20WONDER, accessed August 8, 2022. 
59 Curtin SC, Abma JC, Ventura SC. NCHS Data Brief No. 136, December 2013. Centers for 

Disease Control and Prevention, National Center for Health Statistics, Atlanta. Available at 

https://www.cdc.gov/nchs/data/databriefs/db136.pdf, accessed August 7, 2022. 
60 Kortsmit K, Nguyen AT, Mandel MG, et al. Abortion Surveillance — United States, 2020. MMWR Surveill 

Summ 2022;71(No. SS-10):1–27. DOI: http://dx.doi.org/10.15585/mmwr.ss7110a1. PDF available at 

https://www.cdc.gov/mmwr/volumes/71/ss/pdfs/ss7110a1-H.pdf.  
61 Jones RK, Kirstein M, Philbin J. Abortion Incidence and Service Availability in the United States, 2020. Nov 

2022. Perspectives on Sexual and Reproductive Health 54(4):128-141. Available at 

https://onlinelibrary.wiley.com/doi/10.1363/psrh.12215.  
62 Kortsmit K, Nguyen AT, Mandel MG, et al. Abortion Surveillance — United States, 2020. MMWR Surveill 

Summ 2022;71(No. SS-10):1–27. DOI: http://dx.doi.org/10.15585/mmwr.ss7110a1. PDF available at 

https://www.cdc.gov/mmwr/volumes/71/ss/pdfs/ss7110a1-H.pdf.  
63 Jones RK, Kost K. Underreporting of induced and spontaneous abortion in the United States: An analysis of the 

2002 National Survey of Family Growth. Studies in Family Planning 2007:38:187–197. 
64 Skop, I. Abortion Safety: At Home and Abroad. Issues in Law & Medicine 2019;34:44. 

 

http://www.lozierinstitute.org/
https://apps.who.int/iris/bitstream/handle/10665/70929/9789241548458_eng.pdf
https://www.icd10data.com/
https://www.cdcfoundation.org/sites/default/files/files/ReportfromNineMMRCs.pdf
https://www.cdc.gov/nchs/products/other/miscpub/statereq.htm
https://www.cdc.gov/mmwr/volumes/70/ss/ss7009a1.htm
https://www.cnn.com/2022/06/24/tech/abortion-laws-data-privacy/index.html
https://www.cnn.com/2022/06/24/tech/abortion-laws-data-privacy/index.html
https://www.cdc.gov/nchs/data/misc/mvsact92b.pdf
https://wonder.cdc.gov/wonder/help/main.html#What%20is%20WONDER
https://www.cdc.gov/nchs/data/databriefs/db136.pdf
http://dx.doi.org/10.15585/mmwr.ss7110a1
https://www.cdc.gov/mmwr/volumes/71/ss/pdfs/ss7110a1-H.pdf
https://onlinelibrary.wiley.com/doi/10.1363/psrh.12215
http://dx.doi.org/10.15585/mmwr.ss7110a1
https://www.cdc.gov/mmwr/volumes/71/ss/pdfs/ss7110a1-H.pdf


On Women’s Health 

39 www.LOZIERINSTITUTE.org January 2023 
 
 

 
 
 
 
 
 
 

 

 
65 Trost SL, Beauregard J, Njie F, et al. Pregnancy-Related Deaths: Data from Maternal Mortality Review 

Committees in 36 US states, 2017-2019.  Atlanta, GA: Centers for Disease Control and Prevention, US Department 

of Health and Human Services; 2022. 
66 Report from Maternal Mortality Review Committees: A View into Their Critical Role.  Available at 

https://www.cdcfoundation.org/sites/default/files/upload/pdf/MMRIAReport.pdf, accessed September 6, 2022. 
67 Burgess AP, Dongarwar D, Spigel Z, et al. Pregnancy-related mortality in the United States,2003-2016: age, race, 

and place of death. Am J Obstet Gynecol. 2020;222:489.e8. 
68 Creanga AA, Syverson C, Seed K, et al. Pregnancy- Related Mortality in the United States, 2011-2013. Obstet 

Gynecol. 2017;130:366–373. 
69 Trost SL, Beauregard J, Njie F, et al. Pregnancy-Related Deaths: Data from Maternal Mortality Review 

Committees in 36 US states, 2017-2019. 2022. Atlanta, GA: Centers for Disease Control and Prevention, US 

Department of Health and Human Services ; Brantley, MD, Callaghan W, Cornell A, et al. 2018. Building U.S. 

Capacity to Review and Prevent Maternal Deaths: Report from Nine Maternal Mortality Review Committees. 

MMRIA. Atlanta, GA: Centers for Disease Control and Prevention, US Department of Health and Human Services. 

Available at https://www.cdcfoundation.org/sites/default/files/files/ReportfromNineMMRCs.pdf, accessed August 

7, 2022; 
70 Hoyert DL. National Center for Health Statistics.  Maternal Mortality Rates in the United States, 2020.  Available 

at https://www.cdc.gov/nchs/data/hestat/maternal-mortality/2020/E-stat-Maternal-Mortality-Rates-2022.pdf, 

accessed August 8, 2022. 
71 Kortsmit K, Mandel MG, Reeves JA, et al. Abortion Surveillance - United States, 2019. MMWR Surveill Summ 

2021;70(No. SS-9):1-29. Available at https://www.cdc.gov/mmwr/volumes/70/ss/ss7009a1.htm, accessed August 8, 

2022. 
72 Raymond EG, and Grimes DA. The Comparative Safety of Legal Induced Abortion and Childbirth in the US. 

Obstetrics & Gynecology 2012;119:215–19. 
73 Letter from Julie Louise Gerberding to Walter Weber, July 20, 2004. Available at 

http://afterabortion.org/pdf/CDCResponsetoWeberReAbortionStats-Gerberding%20Reply.pdf, accessed September 

6, 2022. 
74 Reardon D. Rebuttal of Raymond and Grimes. Linacre Quarterly. 2012;79(3): 259–260. 
75 Reardon D, Ney P, Scheuren F, et al. Deaths associated with pregnancy outcome: a record linkage study of low-

income women. Southern Medical Journal. 2002;95(8):834-841. 
76 Gissler M, Kauppila R, Merilainen J, et al. Pregnancy-Associated Deaths in Finland 1987-1994 – Definition 

Problems and Benefits of Record Linkage. Acta Obstetricia et Gynecologica Scandinavica. 1997;76:651-657; 

Gissler M, Berg C, Bouvier-Colle MH, et al. Injury deaths, suicides and homicides associated with pregnancy, 

Finland 1987-2000. Eur J of Public Health. 2005;15(5):459-463; Gissler M, Berg C, Bouvier-Colle MH, et al. 

Pregnancy-Associated Mortality After Birth, Spontaneous Abortion, or Induced Abortion in Finland, 1987-2000. 

American Journal Obstetrics and Gynecology. 2004;190(2):422-427; Gissler M, Berg C, et al. Methods of 

Identifying Pregnancy-Related Deaths: Population-Based Data from Finland 1987-2000. Pediatrics and 

Perinatology Epidemiology. 2004;18(6):448-55; Gissler M, et al. Suicides after Pregnancy in Finland, 1987-94: 

Register Linkage Study. British Medical Journal. 1996;313:14311434; Karalis E, et al. Decreasing mortality during 

pregnancy and for a year after while mortality after termination of pregnancy remains high: a population-based 

register study of pregnancy-associated deaths in Finland 2001-2012. British Journal Obstet Gynecol. 

2017;124:1115-1121; Reardon D, Thorp J. Pregnancy associated death in record linkage studies relative to delivery, 

termination of pregnancy, and natural losses: A systematic review with a narrative synthesis and meta-analysis. 

SAGE Open Medicine. 2017;5:1-17. 
77 Reardon DC, Coleman PK. Short and long term mortality rates associated with first pregnancy outcome: 

Population register based study for Denmark 1980-2004. Med Sci Monit 2012;18(9):71-76; Coleman PK, Reardon 

DC, Calhoun BC. Reproductive History Patterns and Long-Term Mortality Rates: A Danish population-based record 

linkage study. Eur J of Public Health. 2013;23(4):569-574. 
78 Reardon D, Thorp J. Pregnancy associated death in record linkage studies relative to delivery, termination of 

pregnancy, and natural losses: A systematic review with a narrative synthesis and meta-analysis. Sage Open 

 

http://www.lozierinstitute.org/
https://www.cdcfoundation.org/sites/default/files/upload/pdf/MMRIAReport.pdf
https://www.cdcfoundation.org/sites/default/files/files/ReportfromNineMMRCs.pdf
https://www.cdc.gov/nchs/data/hestat/maternal-mortality/2020/E-stat-Maternal-Mortality-Rates-2022.pdf
https://www.cdc.gov/mmwr/volumes/70/ss/ss7009a1.htm
http://afterabortion.org/pdf/CDCResponsetoWeberReAbortionStats-Gerberding%20Reply.pdf


On Women’s Health 

40 www.LOZIERINSTITUTE.org January 2023 
 
 

 
 
 
 
 
 
 

 

 
Medicine. 2017;5:1-17; Reardon DC et al. Deaths Associated with Abortion Compared to Childbirth --A Review of 

New and Old Data and the Medical and Legal Implications. The Journal of Contemporary Health Law and Policy 

20, no. 2, 2004;279–327. 
79 Cunningham, et al. Williams Obstetrics. 23rd Edition.  (McGraw Hill Medical. New York. 2010.) p 374-409. 
80 Cunningham, et al. Williams Obstetrics. 23rd Edition.  (McGraw Hill Medical. New York. 2010.) p 511-526. 
81 Caughey AB, Cahill AG, Guise J, and Rouse DJ.  Safe Prevention of the Primary Cesarean Delivery. 

Obstetric Care Consensus No. 1. American College of Obstetricians and Gynecologists. Obstetrics & Gynecology 

2014;123:693–711; Lanska M et al., Mortality From Abortion and Childbirth, (letter), Journal of the American 

Medical Association. 1983;250:361-362; Cunningham, et al. Williams Obstetrics. 23rd Edition.  (McGraw Hill 

Medical. New York. 2010.) p 544-576. 
82 Why is the U.S. Cesarean Section Rate So High? Childbirth Connection Fact Sheet.  Available at 

https://www.nationalpartnership.org/our-work/resources/health-care/maternity/why-is-the-c-section-rate-so-

high.pdf, accessed August 31, 2022. 
83 Petersen, EE, Davis NL, Goodman D, et al.  Pregnancy-related Deaths, United States, 2011-2015, 

and Strategies for Prevention, 13 States, 2013–2017. Morbidity and Mortality Weekly Report 2019;68:423–29. 

Available at http://www.cdc.gov/mmwr/volumes/68/wr/mm6818e1.htm?s_cid¼mm6818e1_w, accessed August 7, 

2022. 
84 Cunningham, et al. Williams Obstetrics. 23rd Edition.  (McGraw Hill Medical. New York. 2010.) p 215-237. 
85 Cunningham, et al. Williams Obstetrics. 23rd Edition.  (McGraw Hill Medical. New York. 2010.) p 238-256. 
86 Cunningham, et al. Williams Obstetrics. 23rd Edition.  (McGraw Hill Medical. New York. 2010.) p 257-265. 
87 Texas Health and Safety Code.  Available at https://statutes.capitol.texas.gov/Docs/HS/htm/HS.245.htm, accessed 

September 6, 2022. 
88 Zane S, Creanga A, et al. Abortion-Related Mortality in the United States: 1998-2010. Obstet Gynecol. 

2015;126:(2)258-265; Bartlett L, Berg C, et al, Risk Factors for Legal Induced Abortion-Related Mortality in the 

United States. Obstet Gynecol. 2004;103:(4)729-737. 
89 Mifepristone U.S. Post-Marketing Adverse Events Summary through 06/30/2022.  Available at 

https://www.fda.gov/media/164331/download,accessed January 4, 2023; Aronoff DM, Hao Y, Chung J, et al.  

Misoprostol Impairs Female Reproductive Tract Innate Immunity against Clostridium Sordellii. Journal of 

Immunology 2008;180:8222–8230. 
90 Camilleri C, Beiter R, Puentes L, et al. Biologic, Behavioral and Physiologic Consequences of Drug-Induced 

Pregnancy Termination at First-Trimester Human Equivalent in an Animal Model. Front Neurosci 2019;13:544. 
91 Raymond E, Weaver S, Winikoff B. First-Trimester Medical Abortion with Mifepristone 200 mg and 

Misoprostol: A Systematic Review. Contraception 2013;87(1):36-37; Chen M, Creinin M. Mifepristone with Buccal 

Misoprostol for Medical Abortion: A Systematic Review. Obstet Gynecol 2015;126:12-21; Niinimaki M, Pouta A, 

Bloigu A, et al. Immediate Complications of Medical Compared with Surgical Termination of Pregnancy. Obstet 

Gynecol 2009;114(4):795-804; Mentula MJ, Niinimaki M, Suhonen S, et al. Immediate adverse events after second 

trimester termination of pregnancy. Hum Reprod 2011;26(4):927-932.  
92 Women Help Women. “Will a doctor be able to tell if you’ve taken abortion pills?” Sept. 23, 2019. Available at 

https://womenhelp.org/en/page/1093/will-a-doctor-be-able-to-tell-if-you-ve-taken-abortion-pills, accessed 

September 6, 2022. 
93 Questions and Answers on Mifepristone for Medical Termination of Pregnancy Through Ten Weeks. Food and 

Drug Administration. Updated January 4, 2023.  Available at https://www.fda.gov/drugs/postmarket-drug-safety-

information-patients-and-providers/questions-and-answers-mifepristone-medical-termination-pregnancy-through-

ten-weeks-gestation, accessed January 4, 2023; Longbons T. Analysis: FDA Decision Ignores Data on 

Complications, Puts Women at Risk. Charlotte Lozier Institute. On Point 72. 2021. Available at 

https://lozierinstitute.org/analysis-fda-decision-ignores-data-on-complications-puts-women-at-risk/.  
94 Ibid. 
95 Skop I. Chemical Abortion: Risks Posed by Changes in Supervision. Journal of the American Association of 

Physicians and Surgeons. 2022;27(2):56-61. 

 

http://www.lozierinstitute.org/
https://www.nationalpartnership.org/our-work/resources/health-care/maternity/why-is-the-c-section-rate-so-high.pdf
https://www.nationalpartnership.org/our-work/resources/health-care/maternity/why-is-the-c-section-rate-so-high.pdf
http://www.cdc.gov/mmwr/volumes/68/wr/mm6818e1.htm?s_cid¼mm6818e1_w
https://statutes.capitol.texas.gov/Docs/HS/htm/HS.245.htm
https://www.fda.gov/media/164331/download
https://womenhelp.org/en/page/1093/will-a-doctor-be-able-to-tell-if-you-ve-taken-abortion-pills
https://www.fda.gov/drugs/postmarket-drug-safety-information-patients-and-providers/questions-and-answers-mifepristone-medical-termination-pregnancy-through-ten-weeks-gestation
https://www.fda.gov/drugs/postmarket-drug-safety-information-patients-and-providers/questions-and-answers-mifepristone-medical-termination-pregnancy-through-ten-weeks-gestation
https://www.fda.gov/drugs/postmarket-drug-safety-information-patients-and-providers/questions-and-answers-mifepristone-medical-termination-pregnancy-through-ten-weeks-gestation
https://lozierinstitute.org/analysis-fda-decision-ignores-data-on-complications-puts-women-at-risk/


On Women’s Health 

41 www.LOZIERINSTITUTE.org January 2023 
 
 

 
 
 
 
 
 
 

 

 
96 Mentula, et al. Immediate adverse events after second trimester medical termination of pregnancy: results of a 

nationwide registry study. Human Reprod. 2011;26(4):927-932. 
97 M Molaei et al. Effectiveness and Safety of Digoxin to Induce Fetal Demise Prior to Second-Trimester Abortion. 

Contraception. 2008;77(3):223; Pasquini L et al. Intracardiac Injection of Potassium Chloride as Method of Feticide. 

BJOG. 2008;115(4):528. 
98 Springer S, Gorczyca ME, Arzt J, et al. Fetal Survival in Second-Trimester Termination of Pregnancy Without 

Feticide. Obstet Gynecol 2018;131:575–579. 
99 Grimes D and Cates W. Second Trimester Abortion. 1980. (Berger, et al editors) Chapter 10. 
100 Autry A, Hayes E, Jacobson G, and Kirby R. A comparison of medical induction and dilation and evacuation for 

second-trimester abortion. American Journal of Obstetrics and Gynecology 2002:187:393–97. 
101 Lerma. Current and potential methods for second trimester termination.  Best practice and research clinical 

obstet and gynecol. 2020;63:24-36. 
102 American College of Obstetricians and Gynecologists Practice Bulletin 135: Second Trimester Abortion: 

Obstetrics & Gynecology. 2013;121(6):1394-1406. 
103 American College of Obstetricians and Gynecologists Practice Bulletin 135: Second Trimester Abortion: 

Obstetrics & Gynecology. 2013;121(6):1394-1406; CDC Abortion Surveillance-U.S. 2015. MMWR Surveillance 

Summary. 2015;61:1-44. 
104 Marmion P, Skop I. Induced Abortion and the Increased Risk of Maternal Mortality. The Linacre Quarterly. 

2020;87(3):302-310. 
105 Trost SL, Beauregard J, Njie F, et al. Pregnancy-Related Deaths: Data from Maternal Mortality Review 

Committees in 36 US states, 2017-2019.  Atlanta, GA: Centers for Disease Control and Prevention, US Department 

of Health and Human Services; 2022. 
106 Creanga AA, Berg /CJ, Ko JY, et al. Maternal mortality and morbidity in the U.S.: Where are we now? Journal 

of Women’s Health. 2014;23(1):3-9. 
107 Trost SL, Beauregard J, Njie F, et al. Pregnancy-Related Deaths: Data from Maternal Mortality Review 

Committees in 36 US states, 2017-2019.  Atlanta, GA: Centers for Disease Control and Prevention, US Department 

of Health and Human Services; 2022. 
108 Davis NL, Smoots AN, Goodman DA. Pregnancy-Related deaths: Data from 14 U.S. Maternal Mortality Review 

Committees, 2008-2017. Atlanta GA: Centers for Disease Control and Prevention, U.S. Department of Health and 

Human Services; 2019.  Available at https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/mmr-

data-brief_2019-h.pdf, accessed August 7, 2022. 
109 See reference #5; Petersen, Brantley and Davis reports. 
110 Kuklina E, Callaghan W. Chronic heart disease and severe obstetric morbidity among hospitalizations for 

pregnancy in the USA: 1995–2006. BJOG 2011;118:345–352. 
111 Tsulukidze M, Reardon D, Craver C. Elevated cardiovascular disease risk in low-income women with a history 

of pregnancy loss. Open Hear. 2022;9(1):e002035. doi:10.1136/openhrt-2022-002035) 
112 Reardon DC, Ney PG, Scheuren F, et al. Deaths associated with pregnancy outcome: a record linkage study of 

low income women. South Med J. 2002;95(8):834-841 
113 See reference #5; Petersen, Brantley and Davis reports. 
114 Baldwin HJ, Patterson JA, Nippita TA, et al. Antecedents of Abnormally Invasive Placenta in Primiparous 

Women: Risk Associated With Gynecologic Procedures. Obstet Gynecol 2018;131:227-233; Mogos MF, Salemi JL, 

Ashley M, et al. Recent Trends in Placenta Accreta in the United States and its impact on maternal-fetal morbidity 

and healthcare-associated Costs, 1998-2011. Journal of Maternal-Fetal and Neonatal Medicine 2016;29:1077. 
115 Klemetti, et al. Birth outcomes after induced abortion: a nationwide register-based study of first births in Finland. 

Hum Reprod 2012. 
116 Atrash HK, MacKay T, Hogue CJR. Ectopic pregnancy concurrent with induced abortion: incidence and 

mortality.  Am J Obstet Gynecol. 1990;162(3):726-730. 
117 See reference #5; Petersen, Brantley and Davis reports. 

 

http://www.lozierinstitute.org/
https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/mmr-data-brief_2019-h.pdf
https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/mmr-data-brief_2019-h.pdf


On Women’s Health 

42 www.LOZIERINSTITUTE.org January 2023 
 
 

 
 
 
 
 
 
 

 

 
118 Swingle, et al. Abortion and the risk of subsequent preterm birth: a systematic review with meta-analyses. Journal 

of Reproductive Medicine. 2009;54:95-108; Liao, et al. Repeated medical abortions and the risk of preterm birth in 

the subsequent pregnancy. Arch Gyn Ob 2011;284:579-586. 
119 Trost, Davis reports. 
120 Shirazi M, Sahebdel B, Torkzaban M, et al. Maternal mortality following thromboembolism; incidence and 

prophylaxis strategies. Thrombosis Journal. 2020;18(36):1-7. 
121 Trost, Davis reports. 
122 Report from maternal mortality review committees: A view into their critical role.  Available 

athttps://www.cdcfoundation.org/sites/default/files/upload/pdf/MMRIAReport.pdf , accessed September 6, 2022. 
123 Trost, Davis reports. 
124 Davis NL, Smoots AN, Goodman DA. Pregnancy-related deaths: Data from 14 U.S. Maternal Mortality Review 

Committees, 2008-2017. Atlanta GA: Centers for Disease Control and Prevention, U.S. Department of Health and 

Human Services; 2019.  Available at https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/mmr-

data-brief_2019-h.pdf, accessed August 7, 2022. 
125 Margerison CE, Roberts MH, Gemmill A, et al. Pregnancy-Associated Deaths Due to Drugs, Suicide, and 

Homicide in the United States, 2010–2019, Obstet Gynecol 2022;139:172–180. 
126 Hamilton JL, Shumbusho D, Cooper D, et al. Race matters: maternal morbidity in the Military Health System. 

American Journal of Obstet Gynecol.org. 2021;512e6. 
127 Studnicki, et al. Improving the Metrics and Data Reporting for Maternal Mortality: A Challenge to Public Health 

Surveillance and Effective Prevention. Online Journal of Public Health Informatics. 2019;11(2):e17. 
128 Hales CM, Carroll MD, Fryar CD, and Ogden CL. “Prevalence of Obesity Among Adults and Youth: 

United States, 2015–2016.” NCHS Data Brief 2017;188:1–8. 
129 CDC (Centers for Disease Control and Prevention). “Racial/Ethnic Disparities in the Awareness, Treatment, and 

Control of Hypertension—United States, 2003–2010.” Morbidity and Mortality Weekly Report 

2013;62:351–55. 
130 CDC (Centers for Disease Control and Prevention). National Diabetes Statistics Report, 2017. Atlanta, 

GA: Centers for Disease Control and Prevention, US Department of Health and Human Services.  Available at 

https://www.cdc.gov/diabetes/data/statistics-report/index.html, accessed August 7, 2022. 
131 Phillip C. Differences in thrombotic risk factors in black and white women with adverse pregnancy outcome. 

Thromb. Res. 2014;133(1)108-111. 
132 Davis NL, Smoots AN, Goodman DA. Pregnancy-related deaths: Data from 14 U.S. Maternal Mortality Review 

Committees, 2008-2017. Atlanta GA: Centers for Disease Control and Prevention, U.S. Department of Health and 

Human Services; 2019. Available at https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/mmr-

data-brief_2019-h.pdf, accessed August 7, 2022. 
133  “Poverty in Black America,” Black Demographics.  Available at 

http://blackdemographics.com/households/poverty/, accessed August 7, 2022. 
134 Dramatic increase in the proportion of births outside of marriage in the United States from 1990 to 2016.  

Available at https://www.childtrends.org/publications/dramatic-increase-in-percentage-of-births-outside-marriage-

among-whites-hispanics-and-women-with-higher-education-levels, accessed August 7, 2022. 
135 Maron DF. Maternal Health Care Is Disappearing in Rural America. Scientific American February 15, 2017.  

Available at https://www.scientificamerican.com/article/maternal-health-care-is-disappearing-in-rural-

america/#:~:text=Scientific%20American%20analyzed%20public%20mortality,why%20this%20happens%20is%20

unclear, accessed December 20, 2022. 
136 Rural Health. Available at https://www.cdc.gov/chronicdisease/resources/publications/factsheets/rural-

health.htm, accessed September 6, 2022. 
137 Morse A. Stable Fertility Rates 1990-2019 Mask Distinct Variations by Age.  Available at 

https://www.census.gov/library/stories/2022/04/fertility-rates-declined-for-younger-women-increased-for-older-

women.html. Accessed July 11,2022. 
138  Burgess AP, Dongarwar D, Spigel Z, et al. Pregnancy-related mortality in the United States, 2003-2016: age, 

race, and place of death. Am J Obstet Gynecol. 2020;222:489.e8. 

 

http://www.lozierinstitute.org/
https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/mmr-data-brief_2019-h.pdf
https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/mmr-data-brief_2019-h.pdf
https://www.cdc.gov/diabetes/data/statistics-report/index.html
https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/mmr-data-brief_2019-h.pdf
https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/mmr-data-brief_2019-h.pdf
http://blackdemographics.com/households/poverty/
https://www.childtrends.org/publications/dramatic-increase-in-percentage-of-births-outside-marriage-among-whites-hispanics-and-women-with-higher-education-levels
https://www.childtrends.org/publications/dramatic-increase-in-percentage-of-births-outside-marriage-among-whites-hispanics-and-women-with-higher-education-levels
https://www.scientificamerican.com/article/maternal-health-care-is-disappearing-in-rural-america/#:~:text=Scientific%20American%20analyzed%20public%20mortality,why%20this%20happens%20is%20unclear
https://www.scientificamerican.com/article/maternal-health-care-is-disappearing-in-rural-america/#:~:text=Scientific%20American%20analyzed%20public%20mortality,why%20this%20happens%20is%20unclear
https://www.scientificamerican.com/article/maternal-health-care-is-disappearing-in-rural-america/#:~:text=Scientific%20American%20analyzed%20public%20mortality,why%20this%20happens%20is%20unclear
https://www.cdc.gov/chronicdisease/resources/publications/factsheets/rural-health.htm
https://www.cdc.gov/chronicdisease/resources/publications/factsheets/rural-health.htm
https://www.census.gov/library/stories/2022/04/fertility-rates-declined-for-younger-women-increased-for-older-women.html
https://www.census.gov/library/stories/2022/04/fertility-rates-declined-for-younger-women-increased-for-older-women.html


On Women’s Health 

43 www.LOZIERINSTITUTE.org January 2023 
 
 

 
 
 
 
 
 
 

 

 
139 National Public Health Action Plan for the Detection, Prevention, and Management of Infertility.  Available at 

https://www.cdc.gov/reproductivehealth/infertility/pdf/drh_nap_final_508.pdf, accessed September 6, 2022. 
140 Reardon DC. The abortion and mental health controversy: A comprehensive literature review of common ground 

agreements, disagreements, actionable recommendations, and research opportunities. SAGE Open Medicine 6, 2018, 

205031211880762. 
141 Coleman PK. Abortion and mental health: quantitative synthesis and analysis of research published 1995-2009. 

Br J Psychiatry, 2011;199:180-186.   
142 Fergusson DM, Horwood LJ, and Boden JM. Does abortion reduce the mental health risks of unwanted or 

unintended pregnancy? A re-appraisal of the evidence. Aus NZ J Psych, 2013;47(9):819-827; Fergusson DM, 

Horwood LJ, Boden JM. Abortion and mental health disorders: evidence from a 30-year longitudinal study. Br J 

Psychiatry. 2008;193(6):444-451. 
143 Fergusson, DM, Horwood, LJ, and Boden, JM. Abortion and mental health disorders: evidence from a 30-year 

longitudinal study. Br J Psychiatry. 2008;193:444-451. 
144 Sullins DP. Abortion, substance abuse and mental health in early adulthood: Thirteen-year longitudinal evidence 

from the United States. Sage Open Medicine. 2016;4:1-11; Sullins DP. Affective and Substance Abuse Disorders 

Following Abortion by Pregnancy Intention in the United States : A Longitudinal Cohort Study. Medicina (B Aires) 

[Internet]. 2019;55(11):1–21. 
145 American Association of Pro-Life Obstetricians & Gynecologists. Practice Bulletin 7. Abortion and Mental 

Health. Available at https://aaplog.org/wp-content/uploads/2019/12/FINAL-Abortion-Mental-Health-PB7.pdf, 

accessed September 5, 2022. 
146 Major B, Appelbaum M, Beckman L, et al. Report of the American Psychological Association Task Force on 

mental health and abortion. Washington, DC: American Psychological Association, 2008, 105 pp, available at 

https://www.apa.org/pi/women/programs/abortion/mental-health.pdf, accessed September 5, 2022. 
147 Margerison CE, Roberts MH, Gemmill A, et al. Pregnancy-Associated Deaths Due to Drugs, Suicide, and 

Homicide in the United States, 2010–2019. Obstet Gynecol 2022; 139:172–180. 
148 Margerison CE, Roberts MH, Gemmill A, et al. Pregnancy-Associated Deaths Due to Drugs, Suicide, and 

Homicide in the United States, 2010–2019. Obstet Gynecol 2022;139:172–180. 
149 Oates M. Suicide: the leading cause of maternal death. Br J Psychiatry. 2003 Oct;183:279-81; Phillips MR et al., 

Suicide Rates in China, 1995–99, The Lancet. 2002;359:835-836; Hoyer G, Lund E. Suicide among women related 

to the number of children in marriage. Archives of General Psychiatry. 1993;50:134-137; Appleby L. Suicide after 

pregnancy and the first postnatal year. British Medical Journal. 1991;302:137-140. 
150 Gissler M, et al. Suicides after pregnancy in Finland, 1987-94: register linkage study. BMJ. 1996;313:1431-1434; 

Karalis E, et al. Decreasing mortality during pregnancy and for a year after while mortality after termination of 

pregnancy remains high: a population-based register study of pregnancy-associated deaths in Finland 2001-2012. 

BJOG. 2017;124:1115-1121; Gissler M, et al. Injury deaths, suicides and homicides associated with pregnancy, 

Finland 1987-2000. Eur J of Public Health. 2005;15(5):459-463; Ney PG, et al. The effect of pregnancy loss on 

women’s health. Soc Sci Med. 1994;38(9):1193-1200; Coleman PK. Post-Abortion Mental Health Research: 

Distilling Quality Evidence from a Politicized Professional Literature. J of Am Phys and Surg. 2017;22(2):38-43; 

Giannandrea S, Cerulli C, Anson E, et al. Increased risk for postpartum psychiatric disorders among women with 

past pregnancy loss. J Women’s Health. 2013;22(9):760-768; Gissler M, Karalis E and Ulander VM. Decreased 

suicide rate after induced abortion, after the Current Care Guidelines in Finland 1987–2012. Scand J Public Health 

2014; 43(1):99–101. 
151 Texas Maternal Mortality and Morbidity Review Committee and Department of State Health Services Joint 

Biennial Report 2022.   Dec 2022. Available athttps://www.dshs.texas.gov/sites/default/files/legislative/2022-

Reports/Joint-Biennial-MMMRC-Report-2022.pdf, accessed January 5, 2023; Coleman PK. Induced Abortion and 

Increased Risk of Substance Abuse: a Review of the Evidence. Curr Womens Health Rev. 2005;1(1):21-34. 
152 Kvarnstrand L, Milsom I, Lekander T, et al. Maternal fatalities, fetal and neonatal deaths related to motor vehicle 

crashes during pregnancy: a national population-based study. Acta Obstetrica et Gynecologica. 2008;87:946-952. 
153 Burk T, Reardon D. Forbidden Grief: The Unspoken Pain of Abortion. Springfield, IL. Acorn Books. 2007, p. 

334. 

 

http://www.lozierinstitute.org/
https://www.cdc.gov/reproductivehealth/infertility/pdf/drh_nap_final_508.pdf
https://aaplog.org/wp-content/uploads/2019/12/FINAL-Abortion-Mental-Health-PB7.pdf
https://www.apa.org/pi/women/programs/abortion/mental-health.pdf
https://www.dshs.texas.gov/sites/default/files/legislative/2022-Reports/Joint-Biennial-MMMRC-Report-2022.pdf
https://www.dshs.texas.gov/sites/default/files/legislative/2022-Reports/Joint-Biennial-MMMRC-Report-2022.pdf


On Women’s Health 

44 www.LOZIERINSTITUTE.org January 2023 
 
 

 
 
 
 
 
 
 

 

 
154 Report From Maternal Mortality Review Committees: A View Into Their Critical Role.  Available at 

https://www.cdcfoundation.org/sites/default/files/upload/pdf/MMRIAReport.pdf, accessed September 6, 2022. 
155 Klemetti, Birth Outcomes after induced abortion: a nationwide register-based study of first births 

in Finland. Hum Reprod 2012; Liao, et al. Repeated medical abortions and the risk of preterm birth in the 

subsequent pregnancy. Arch Gyn Ob 2011;284:579-586; Van Oppenraaij, et al.  Predicting adverse obstetric 

outcome after early pregnancy events and complications: a review, 2009;1(1):1-13. 
156 CDC Premature Birth. Available at https://www.cdc.gov/features/prematurebirth/index.html, Accessed 

September 5, 2022. 
157 American Association of Pro-Life Obstetricians & Gynecologists. Practice Bulletin 5. Abortion and Risks of 

Preterm Birth. Available at https://aaplog.org/wp-content/uploads/2021/11/PB-5-Overview-of-Abortion-and-

PTB.pdf, accessed September 5, 2022; American Association of Pro-Life Obstetricians & Gynecologists. Practice 

Bulletin 11. A Detailed Examination of the Data on Surgical Abortion and Preterm Birth. Available at 

https://aaplog.org/wp-content/uploads/2021/11/PG-11-A-Detailed-Examination-of-the-Data-on-Surgical-Abortion-

and-Preterm-Birth.pdf, accessed September 5, 2022. 
158 Swingle, et al.  Abortion and the risk of subsequent preterm birth: a systematic review with meta-analyses. 

Journal of Reproductive Medicine. 2009;(54):95-108. 
159 Shah, et al. Induced termination of pregnancy and low birthweight and preterm birth: a systematic review and 

meta-analyses. BJOG. 2009;116(11):1425-1442. 
160 National Academy of Sciences, Engineering and Medicine. The Safety and Quality of Abortion Care in the 

United States. March 16, 2018.  Available at http://www.nationalacademies.org/hmd/Reports/2018/the-safety-and-

quality-of-abortion-care-in-the-unitedstates.aspx, accessed September 5, 2022. 
161 Stevenson AJ. The Pregnancy-Related Mortality Impact of a Total Abortion Ban in the United States: A Research 

Note on Increased Deaths Due to Remaining Pregnant. Demography 2021;58(6):2019–2028. 
162 Harned M, Skop I. Pro-Life Laws Protect Mom and Baby: Pregnant Women’s Lives are Protected in All States. 

Available at https://lozierinstitute.org/pro-life-laws-protect-mom-and-baby-pregnant-womens-lives-are-protected-in-

all-states/, accessed September 6, 2022. 
163 American Association of Pro-Life Obstetricians & Gynecologists. Practice Bulletin 9. Ectopic Pregnancy. 

Available at https://aaplog.org.  
164 Skop I. Fact Sheet: Medical Indications for Separating a Mother and Her Unborn Child.  Available at 

https://lozierinstitute.org/fact-sheet-medical-indications-for-separating-a-mother-and-her-unborn-child/, accessed 

September 6, 2022. 
165 “Characteristics of U.S. Abortion Patients in 2014 and Changes Since 2008,” Guttmacher Institute.  Available at 

https://www.guttmacher.org/report/characteristics-us-abortion-patients-2014, accessed August 7, 2022; Jones R and 

Finer L.  Who has second-trimester abortions in the United States? Contraception 2012;85:544–51. 
166 Bartlett LA, Berg CJ, Shulman HB, et al. Risk factors for legal induced-abortion-related mortality in the United 

States. Obstet Gynecol. 2004;103(4):729-737. 
167 Liao, et al. Repeated medical abortions and the risk of preterm birth in the subsequent pregnancy. Arch Gyn Ob 

2011;284:579-586 
168   Swingle, et al.  Abortion and the risk of subsequent preterm birth: a systematic review with meta- 

analyses. Journal of Reproductive Medicine. 2009;(54):95-108; Shah, et al. Induced termination of pregnancy and 

low birthweight and preterm birth: a systematic review and meta-analyses. BJOG. 2009;116(11):1425-1442. 
169 American Association of Pro-Life Obstetricians & Gynecologists. Practice Bulletin 7. Abortion and Mental 

Health. Available at https://aaplog.org/wp-content/uploads/2019/12/FINAL-Abortion-Mental-Health-PB7.pdf, 

accessed September 5, 2022. 
170   “Child Abuse Statistics,” Childhelp, available at https://www.childhelp.org/child-abuse-

statistics/#:~:text=More%20than%2070%25%20of%20the,least%20one%20parent%20as%20perpetrator, accessed 

September 6, 2022; Philip Ney, Relationship between Abortion and Child Abuse. The Canadian Journal of 

Psychiatry 24 (1979): 610-620; Richard Stith, Her Choice, Her Problem: How Having a Choice Can Diminish 

Family Solidarity. International Journal of the Jurisprudence of the Family 2011;2: 179. 

 

http://www.lozierinstitute.org/
https://www.cdcfoundation.org/sites/default/files/upload/pdf/MMRIAReport.pdf
https://www.cdc.gov/features/prematurebirth/index.html
https://aaplog.org/wp-content/uploads/2021/11/PB-5-Overview-of-Abortion-and-PTB.pdf
https://aaplog.org/wp-content/uploads/2021/11/PB-5-Overview-of-Abortion-and-PTB.pdf
https://aaplog.org/wp-content/uploads/2021/11/PG-11-A-Detailed-Examination-of-the-Data-on-Surgical-Abortion-and-Preterm-Birth.pdf
https://aaplog.org/wp-content/uploads/2021/11/PG-11-A-Detailed-Examination-of-the-Data-on-Surgical-Abortion-and-Preterm-Birth.pdf
http://www.nationalacademies.org/hmd/Reports/2018/the-safety-and-quality-of-abortion-care-in-the-unitedstates.aspx
http://www.nationalacademies.org/hmd/Reports/2018/the-safety-and-quality-of-abortion-care-in-the-unitedstates.aspx
https://lozierinstitute.org/pro-life-laws-protect-mom-and-baby-pregnant-womens-lives-are-protected-in-all-states/
https://lozierinstitute.org/pro-life-laws-protect-mom-and-baby-pregnant-womens-lives-are-protected-in-all-states/
https://aaplog.org/
https://lozierinstitute.org/fact-sheet-medical-indications-for-separating-a-mother-and-her-unborn-child/
https://www.guttmacher.org/report/characteristics-us-abortion-patients-2014
https://aaplog.org/wp-content/uploads/2019/12/FINAL-Abortion-Mental-Health-PB7.pdf
https://www.childhelp.org/child-abuse-statistics/#:~:text=More%20than%2070%25%20of%20the,least%20one%20parent%20as%20perpetrator
https://www.childhelp.org/child-abuse-statistics/#:~:text=More%20than%2070%25%20of%20the,least%20one%20parent%20as%20perpetrator


On Women’s Health 

45 www.LOZIERINSTITUTE.org January 2023 
 
 

 
 
 
 
 
 
 

 

 
171 Houghton, M. “Rapid response to Bernard Nathanson,” BMJ (2011).  Available at: https://www.bmj.com/rapid-

response/2011/11/03/how-abortion-movement-started-deceit-and-lies-dr-nathanson, accessed November 4, 2022; 

Kessler G. “Planned Parenthood’s false stat: ‘Thousands’ of women died every year before Roe.” The Washington 

Post. May 29, 2019. Available at https://www.washingtonpost.com/politics/2019/05/29/planned-parenthoods-false-

stat-thousands-women-died-every-year-before-roe/, accessed November 4, 2022. 
172 CDC Abortion Surveillance Summaries.  Available at www.stacks.cdc.gov, accessed August 8, 2022. 
173 Calderone D. Illegal abortion as a public health problem. AJ of Public Health. 1960;50:949. 
174 Levine P. Sex and Consequences: Abortion, Public Policy, and the Economics of Fertility. (Princeton University 

Press. 2004.) P 107-132.  
175 Rue VM, Coleman PK, Rue JJ, et al. Induced abortion and traumatic stress: a preliminary comparison of 

American and Russian women. Med Sci Monit 2004; 10(10): SR5–SR16. 

51. Major B, Mueller P and Hildebrandt K. Attributions, expectations, and coping with abortion, Journal of 

Personality and Social Psychology 1985; 48(3): 585-599, https://psycnet.apa.org/record/1985-20054-001.  
176 Koch E, Thorp J, Bravo M, et al. Women’s educational level, maternal health facilities, abortion legislation and 

maternal deaths: a natural experiment in Chile from 1957-2007. PlosOne 2012;7(5):1-16. 
177 Koch E, Chireau M, Pliego F, et al. Abortion legislation, maternal healthcare, fertility, female literacy, sanitation, 

violence against women and maternal deaths: a natural experiment in 32 Mexican states. British Medical Journal 

Open. 2015;5:e006013. 
178Confidential Maternal Death Enquiry in Ireland. 2016-2018. Available at 

https://www.ucc.ie/en/media/research/maternaldeathenquiryireland/ConfidentialMaternalDeathEnquiryReport2016

%C3%A2%C2%80%C2%932018.pdf, accessed August 29, 2022. 
179 Notifications In Accordance with Section 20 of The Protection of Life During Pregnancy Act 2013.  Available at 

https://assets.gov.ie/19420/c9bc493cb2274e098e28f3ba59067ba0.pdf, accessed August 29, 2022. 
180 Abortion Statistics: England and Wales: 2018.  Available at 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/808556/Abortion_

Statistics__England_and_Wales_2018__1_.pdf, accessed August 29, 2022. 
181 Hogan MC, Foreman KJ, Naghavi M,et al. Maternal mortality for 181 countries, 1980–2008: a systematic 

analysis of progress towards Millennium Development Goal 5. Lancet 2010; 375: 1609–23. 
182 Small Area Income and Poverty Estimates (SAIPE) Program.  Available at 

https://www.census.gov/data/datasets/2020/demo/saipe/2020-state-and-county.html, accessed August 22, 2022. 
183 Current health expenditures per capita-Moldova, United States.  Available at 

https://data.worldbank.org/indicator/SH.XPD.CHEX.PC.CD?locations=MD-US, accessed August 29, 2022. 
184 World Health Organization Trends in Maternal Mortality 2000-2071.  Available at: 

https://apps.who.int/iris/bitstream/handle/10665/327596/WHO-RHR-19.23-eng.pdf, accessed August 29, 2022. 
185 What We See on the Shameful Trends in U.S. Maternal Health.  New York Times. November 17, 2021.  

Available at https://www.nytimes.com/interactive/2021/11/17/opinion/maternal-pregnancy-health.html, accessed 

August 29, 2022. 

http://www.lozierinstitute.org/
https://www.bmj.com/rapid-response/2011/11/03/how-abortion-movement-started-deceit-and-lies-dr-nathanson
https://www.bmj.com/rapid-response/2011/11/03/how-abortion-movement-started-deceit-and-lies-dr-nathanson
https://www.washingtonpost.com/politics/2019/05/29/planned-parenthoods-false-stat-thousands-women-died-every-year-before-roe/
https://www.washingtonpost.com/politics/2019/05/29/planned-parenthoods-false-stat-thousands-women-died-every-year-before-roe/
http://www.stacks.cdc.gov/
https://psycnet.apa.org/record/1985-20054-001
https://www.ucc.ie/en/media/research/maternaldeathenquiryireland/ConfidentialMaternalDeathEnquiryReport2016%C3%A2%C2%80%C2%932018.pdf
https://www.ucc.ie/en/media/research/maternaldeathenquiryireland/ConfidentialMaternalDeathEnquiryReport2016%C3%A2%C2%80%C2%932018.pdf
https://assets.gov.ie/19420/c9bc493cb2274e098e28f3ba59067ba0.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/808556/Abortion_Statistics__England_and_Wales_2018__1_.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/808556/Abortion_Statistics__England_and_Wales_2018__1_.pdf
https://www.census.gov/data/datasets/2020/demo/saipe/2020-state-and-county.html
https://data.worldbank.org/indicator/SH.XPD.CHEX.PC.CD?locations=MD-US
https://apps.who.int/iris/bitstream/handle/10665/327596/WHO-RHR-19.23-eng.pdf
https://www.nytimes.com/interactive/2021/11/17/opinion/maternal-pregnancy-health.html

